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TO GET THROUGH TO THE PATIENT 


SPARINE controls acute psychotic agitation without dulling mental acuity—thus 
inducing the calm accessibility so essential to psychotherapeutic rapport. 
Sigil mel oMille li hata iha Mme latlcMeolelellallouMelieMelcouleMicl@il-Maculicel mel 
withdrawal symptoms. 


SPARINE is a well-tolerated and dependable agent when used according to directions. It may be 
administered intravenously, intramuscularly, or orally. Parenteral use offers (1) minimal injection 
pain; (2) no tissue necrosis at the injection site; (3) potency of 50 mg. per cc.; (4) no need fo 
reconstitution before injection. 
Professional literature available upon request. 
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THIS MONTH'S ISSUE 


Hospital atmosphere is at once as simple and as com- 
plex as a bridge across a mighty river. Human engineers 
are beginning to learn the techniques of structuring this 
atmosphere into a single sturdy span from hospital to 
home. 

This was the theme of the Eighth Mental Hospital 
Institute, held in Denver, Colorado, from October 8th 
through 11th, 1956. In this magazine is the account of 
the deliberations of those who attended. 

The Western location did not cut down on attendance 
appreciably. There were 405 people at the Institute, as 
compared with 422 at Washington in 1955. Of these 
delegates, 224 were psychiatrists; 35 were registered 
nurses; 132 were business managers and other hospital 
workers. In addition, there were eleven medical and 
other staff members from the A.P.A. in Washington and 
New York. (Did anyone see Dr. Whatsisname, by the 
way?) 

It was an extremely vocal group this year. One hun- 
dred and sixty-three people spoke from the floor a total 
of 443 times. Much credit is due to the skill of the dis- 
cussion leaders, and much also to the Program Com- 
mittee, who devised such provocative topics. To Dr. 
Lucy Ozarin, the Chairman, Mr. Alexis Tarumianz and 
Dr. Granville L. Jones, the equivalent of the Mental 
Hospital Service Achievement Award! 

As always the Achievement Awards aroused much in- 
terest—the more perhaps because by happy coincidence 
the top award this year went to a local hospital—the 
Veterans Administration Hospital at Fort Lyon, Colo- 
rado. Dr. Howard P. Morgan was cheered by a large 
number of his staff members as he accepted the silver 
plaque in their name. 

It is interesting to compare the discussions at the 
Eighth Mental Hospital Institute with those of earlier 
Institutes. Could we have spoken of patient freedom or 
patient government, for instance, in 1949 or 1950? How 
many of us had heard of the social scientist—except as 
an off-beat character who turned up in South Sea islands 
and the more esoteric anthropological journals? Did we 
ever think about hospital atmosphere except in terms of 
odor control in the wards and air-conditioning units? 

Yet the old problems still remain. Dr. Tarumianz, 
who might be called the conscience of hospital psy- 
chiatry, is one of those who never lets us forget this fact. 
Year after year this man, who runs an excellent state 
hospital yet deplores his own shortcomings, reminds us 
that we must have money; we must have smaller hos- 
pitals; we must remember and respect the dignity of the 
patient before we can treat him. 

There are others too, who remind us of the practical 
problems. Dr. Ralph Chambers was not at the Institute 
this year, but most of us were conscious of his influence. 
“You cannot treat an uncomfortable patient” is one of 
his axioms, and he cares passionately what kind of mat- 
tress you use, what kind of food you serve, what kind of 
clothing you buy—because these things are the staff of 
life for your patients. 

Yes, we spoke of food, of clothing, of budgeting, of 
personnel and of the physical plant of the hospital. And 
year after year we will continue to do so, because until 
we can regard these services as satisfactory, we know 
that the bridge we hope to build back to the community 
is structurally unsound. The hospital standard of living 
must be mute evidence that we respect the patient as a 
person and believe him capable of returning home again. 





Comprehensive Psychiatry 


and the Mental Hospitals 


by FRANCIS J. BRACELAND, M.D., Sc.D. 


President, American Psychiatric Association 


Rage YEAR my distinguished predecessor talked to you 

about the integration of psychiatry into the general 
hospitals. Tonight I would like to talk to you about a few 
of the directions which psychiatry is taking at present and 
discuss what these directions mean to all of us, whether 
we work in public or private mental hospitals or are en- 
gaged in the private practice of psychiatry or teaching. 

The integration of our specialty into the general hos- 
pitals, which Doctor Gayle commented upon, is proceed- 
ing apace. In 1946 there were fewer than 100 of the near- 
ly 5,000 general hospitals which admitted psychiatric 
patients as such and under their proper designation to 
specified wards or pavilions in the institution. Today 
that number has increased to nearly 650 institutions (in 
the United States, its Territories and Canada) , and yet 
that number is pitifully small when one considers the 
size of the problem. It is interesting to note that there are 
some institutions which still maintain the fiction that 
they do not admit psychiatric patients, though all of us 
know that they have them and have them in profusion. 
But they are there in other guises, hidden under various 
diagnoses which purportedly have pleasanter designa- 
tions, but in the end fool no one. 

During the past quarter century we have witnessed ma- 
jor changes in our practices and in our hospitals. Along 
with these changes has come a change in attitude toward 
psychiatry and its practitioners, not only in the medical 
profession and other professional groups, but also in the 
minds of large segments of the public. The advances of 
psychiatric knowledge and therapeutic methods have 
done much to point the way to changes in the pattern of 
institutional psychiatry. The psychiatrist has, moreover, 
himself emerged from the mental hospital into the com- 
munity for important consultative and educational roles, 
for service in the community practice of psychiatry in the 

Francis Jemes Braceland, M.D., Sc.D. outpatient clinic and in the general hospital. ; 
Psychiatry today, as in the past, is linked with the pre- 
vailing concept of man and man’s problems and, as we 
have said frequently before, it is influenced by the spirit 
of the times. It was the final break with the prevailing 
zeitgeist,* together with the upsurge of the democratic 


President, American Psychiatric Association 
(1956-1957) 





*Literally “time-ghost,” 1.e., “Spirit of the times.” 
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concept and a new social consciousness at the end of the 
18th century, that ushered in the great movement in 
humane care of the mentally ill that we associate with 
the name of Pinel. Were it not that those times were 
receptive, Pinel might have been just another humane 
practitioner. Today it is the urgency and poignancy of 
man’s problems in a nuclear age, the recognition that 
man himself is a problem, individually and en masse, 
that has made psychiatry a subject of universal interest 
and one which excites the social scientist, as you noted 
in our conference this morning. Even to the indifferent 
it has become clear that the disability caused by mental 
and emotional disturbance is by far our greatest health 
problem and it cannot be expected to diminish in an 
expanding, longer lived population unless drastic action 
is taken to support curative and preventive psychiatry. 

The entire field of medicine is in transition. For the 
face of disease has changed and a large part of medicine 
is devoted to prevention, to rehabilitation, to the mitiga- 
tion of chronic disease, to psychosomatic problems, and 
indeed to emotional problems alone or in combination 
with physical aberrations. Comprehensive medicine is on 
the march: the search for a holistic approach to sickness 
based on the inseparability of psychological and mecha- 
nistic concepts. Because emotional stress occurs in all ill- 
ness and independently may produce disabling physical 
symptoms, it is clear that psychiatry is related to all of 
medicine and is a basic medical science. 


The Problem at Hand 


Psychiatry itself has become more comprehensive, with 
its access to the accumulated wisdom of the past, the great 
psychological and medical discoveries of the 20th century, 
and the new insights of social and interpersonal psychia- 
try. Yet, as psychiatry grows more comprehensive, we 
must be alert to its limitations and refrain from exploit- 
ing it in areas where its competence is questionable. We 
have too much to do in attacking the grave and immed- 
iate problems of the mentally ill to venture into too 
many of the larger arenas that seem to beckon some of 
us so invitingly. Psychiatry is in ferment, and hands that 
are cool and steady are needed to bring forth a product 
that will stand the test of time. Those same tired old sta- 
tistics, quoted repeatedly, ubiquitously and ad infinitum: 
three-quarters of a million people in our mental hospi- 
tals—these are the numbers which keep us firmly rooted 
to the earth, for each individual statistic represents a 
human being, suffering, ill, and in need of help. 

There have been three major psychiatric revolutions; 
so speaks our history. The first I have already referred to; 
it was the movement in enlightened hospital psychiatry 
pioneered by Pinel and his contemporaries and brought 
to a noble climax by Kraepelin with a system that paved 
the way for effective clinical psychiatry. The second revo- 
lution was the work of that greatest of all psychiatric ex- 
plorers who produced an anatomy of the human mind 
and raised psychology to the level of a science. Freud gave 
us a structural delineation of mental processes, showed 
how personality and character are developed and shaped, 
demonstrated the effect of environmental influences upon 
them, and pointed directly and indirectly to new paths 
of psychotherapy. The importance of psychiatry to medi- 


cine today was also forecast by Freud, stressing as he did 
that “emotional tension discharged, in ways that upset 
normal physiological equilibrium, initiated somatic 
changes that produce disease.” We find ourselves now in 
a third revolutionary period in which we are looking on 
the one hand to the vast possibilities of somatic treatment 
in psychiatry, and on the other to the social factor as a 
noxious or as a therapeutic agent. It is already a serious 
question which of the two offers the greater hope for the 
mentally ill. There is much evidence on both sides. Ac- 
tually both fit well into the framework of comprehensive 
psychiatry which we are trying to elaborate here. 


Social Psychiatry Concerns Adjustments of All 


We have reason to believe that much of the problem of 
psychiatric disability is causally related to the social en- 
vironment of the patient, not only in the here and now, 
though that too is important, but especially in the past. 
The important people—the “significant adults,” as Sulli- 
van would say—in the childhood of the individual have 
a great deal to do with what happens to that individual. 
The social environment in general contains a wealth of 
precipitants for mental ill health, and a wealth of perpet- 
uating agents. 

I agree, therefore, with those who maintain that re- 
search in social psychiatry will be particularly reward- 
ing. Social psychiatry, by Rennie’s definition, seeks to de- 
termine the significant facts in family and society which 
affect adaptation (or which can be clearly defined as of 
etiological importance) as revealed through the studies 
of individuals or groups functioning in their natural 
setting.* It concerns itself not only with the mentally ill 
but with the problems of adjustments of all persons in 
society toward a better understanding of how people 
adapt and what forces tend to damage or enhance their 
adaptive capacities. What is the real meaning of urban 
or rural living? What persons, organizations and institu- 
tions are strengthening for man and what are damaging? 
It presumes that every individual is valuable and that 
most persons possess potentialities that are never fully 
realized because of personal emotional or social interfer- 
ences. Social psychiatry is etiological in its aim, but its 
point of attack is the whole social framework of contem- 
porary living. To approach such a task clearly calls for 
the participation of various other disciplines, but this 
should disturb no one, for none of the old truths will be 
lost; instead new ones will be added. 

Social psychiatry is therefore the study of etiology and 
dynamics of persons seen in their total environmental 
setting. An important segment of the research now in 
progress deals with the family and community constella- 
tion in which patients have lived and broken down. The 
knowledge so far accumulated has had a useful impact 
on psychotherapy, both individual and group. It will be 
of equal importance to see that this knowledge is acted 
upon when the patients are returned to family and com- 
munity. 

That psychiatric disorders of all kinds, whether psycho- 
neurotic, psychosomatic, psychotic or psychopathic, occur 


* From: “Social Psychiatry—A Definition,” by Thomas A. 
C. Rennie. Internat. J. Social Psychiatry, 1:5-13, 1955, 





in batches within certain families is not a new observa- 
tion. Heredity was a favorite theme of the old psychia- 
trists and constitutional degeneration fixed its gloomy 
record on many a page of the psychiatric literature. Con- 
stitutional degeneration was a preferential theme, in fact, 
when Kraepelin embarked on his career, and its nihilism 
was reflected in the relative impotence of psychiatric 
treatment at the time. Kraepelin was able to emancipate 
himself to some degree from that bias. He came to believe, 
for example, that dementia praecox is an acquired dis- 
order, though heredity may be one contributing factor. 
And Bleuler, in speaking of multiple schizophrenias in a 
given family, asked in turn: Is this due to common hered- 
ity or to a common source of infection? The infection he 
had in mind was physical, of course, “one of which the 
body could rid itself completely only in exceptional 
cases.” Today we are asking, and to better effect from the 
preventive and therapeutic points of view, whether it is 
not possible that schizophrenia and the other major psy- 
chiatric disorders still classed as functional occur as a rule 
in persons nurtured in a particular family constellation 
and a highly specific socio-cultural environment. So we 
are attempting to study total family dynamics and the 
general cultural milieu of our patients, as well as indi- 
vidual psychopathology and psychodynamics. We need, 
as Rennie pointed out in one of his last contributions, 
“a better awareness of the total family as a homeostasis, of 
how the illness of one member may upset the balance of 
the others, leading sometimes to a breakdown of their 
adaptation.” 

Further knowledge of family and community dynamics 
will be of great value for preventive psychiatry, which is 
the area most poorly delineated in the specialty, and the 
one where there is the most talk and a public demand for 
answers. We are asked to say what goes into the making 
of a psychiatric disorder and what can be done to prevent 
it. And we are not in a position to speak with any degree 
of persuasion. The causes are not clearly established. The 
more we investigate, the more evidence we get that there 
is no one pathogenesis and that we are probably dealing 
with reaction types associated with a wide diversity of 
causal factors. Among these factors, those which tend to 
disturb the individual in his intra- and interpersonal ad- 


justment figure largely. 


“Moral Treatment” a Planned Technique 


Certainly these factors are of great importance in the 
therapeutic management of patients. We have been so 
engrossed with psychodynamics on the one hand, and 
physical methods of treatment on the other, that we 
have failed to follow up an important lead discovered 
even as far back as antiquity, and we are just redis- 
covering it now. More than a century ago our predeces- 
sors were reporting heartening results with the “moral” 
treatment of insanity. One hundred and fifty years ago 
Pinel wrote something which might merit our attention 
today: 

“Attaching, as I do, little importance to pharma- 

ceutic preparations; and all-sufficiency, in curable 

cases, to physical and moral regimen, I intend not 
to devote many of my pages, to the exclusive con- 
sideration of drugs and medicaments.” 


The moral treatment of which he spoke, and others 
after him, was based upon a calculated use of interper- 
sonal relations, upon treating patients with respect, upon 
cultivating a therapeutic environment. Great claims 
were made for the effectiveness of this program, and in 
the overenthusiasm of that new era, exaggeration was 
inevitable. Yet the claims had a real nucleus of truth. 
Work now in progress in our mental hospitals tells us 
this and we must be careful that our enthusiasm does 
not spoil it for us again. Apropos of this, my first prede- 
cessor, Doctor Eli Todd,* wrote in 1826: 


“Fortunately there are certain plain and simple 
maxims in the moral treatment of insane persons 
which are easily understood and of universal appli- 
cation. These are to treat them, in all cases, as far 
as possible, as rational beings. To allow them all 
the liberty and indulgence: compatible with their 
own safety and that of others. To cherish in them 
the sentiments of self-respect. To excite an ambition 
for the good will and esteem of others. To draw out 
the latent sparks of natural and social affection. To 
occupy their attention, exercise their judgment and 
ingenuity, and to administer to their self-compla- 
cency by engaging them in useful employment, al- 
ternated with amusements.” 


Ward Activities Reveal Social Patterns 


Stanton and Schwartz, as all of you know, have col- 
lected valuable evidence to the effect that a mental 
hospital ward is an interacting system in which the type 
of activity engaged in by any one person depends to an 
important degree on the other people in the ward. By 
viewing mental illness as a type of participation in a 
social process, these authors have identified meaningful 
patterns in the occurrences in a mental hospital, and 
have illustrated the effect of such patterns on the progress 
or retrogression of patients. 

From different points of view, Greenblatt, Linn, and 
Maxwell Jones have spoken of the therapeutic com- 
munity in the same vein. Linn in particular spoke of the 
effect of everything and every attitude in the hospital 
upon the patient. Again these are emphases upon the 
old “moral treatment.” 

Here, then, is a cross section of the interpersonal, social 
and cultural orientation which is well conceived to aid 
and abet us in the work we are doing with other thera- 
peutic procedures, general and specific. The old lock and 
key and custody-only institutions are under attack, as you 
heard today, though the need for making drastic changes 
in them slowly is admitted. Closed doors have in the 
past not only incarcerated demoralized patients; they 
have also excluded the community and, unless the com- 
munity identifies itself with the needs and goals of the 
mental hospital, mental health services will continue to 
be bogged down in a morass of expediency. 

Despite staffing difficulties, the mental hospital in its 
comprehensive program will have to provide services or 
leadership for services which will reduce the need for 
patient admissions and further reduce the stay of hos 


* First Superintendent of Institute of Living, then the 
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“Retreat for the Insane,” at Hartford, Connecticut. 
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pitalized patients. Preventive and therapeutic work in 
the community; public education; cooperation with 
general hospitals; day care for all classes, including the 
aged; all of these will be required of it. If it meets these 
demands, it will receive its patients earlier and this is the 
crux of treatment. The Adagia of Erasmus still holds: 
“Satius est initium mederi, quam fini.”* This requires 
tremendous public education. The family physicians can 
help with this; they have most important preventive 
roles and they are in strategic positions. They have the 
most far-reaching potential influences on mental health at 
all periods of life, from infancy to old age. The future 
of mental illness depends largely upon them. Hence 
the importance of integrating psychiatry more closely 
with general medicine and general hospitals. 
Cultivating the Research Spirit 
The expansion and intensification of research, in both 
curative and preventive psychiatry, are the heartening 
developments of this decade and, no matter what else 
we are interested in, we must keep this in mind. Funds 
have at last become available to undertake at least a seg- 
ment of the important work that has to be done. Unfor- 
tunately, the human element, the research scientist, is not 
too readily available. It is therefore of the utmost im- 
portance to cultivate the research spirit in young psychia- 
trists and, in addition, to enlist the services of trained 
investigators from other related fields. Research ought 
to be an integral part of every mental hospital program 
and it should proceed along with clinical and teaching 
work so that techniques and perspectives essential to in- 
vestigation can be more widely communicated. Ob- 
viously, this situation is serious and urgent. With funds 
available and interest high in the great foundations of 
the country and in other sources of financial assistance, it 
would be a grave disaster to be unable to find the men 
to do this fundamental research. Surely the problem is 
worthy of the sustained interest of us all. Another facet 
of the research problem is to ensure that all young 
psychiatrists receive a broad enough training to appre- 
ciate the areas where research would be most reward- 
ing. May I cite for you Stevenson’s thoughts on this, as 
written in his recent book, Mental Health Planning for 
Social Action: 
“If the training of a profession consists of indoctri- 
nation by a certain ‘school’ while other approaches 
or ‘schools’ are neglected, there is little incentive 
to inquiry and experimentation. In order to stimu- 
late research, the training of a profession for prac- 
tice should provide an understanding of all the per- 
tinent facts, theories, hypotheses, and techniques 
that bear upon the practice and an understanding 
of the scientific status of each. Thus, the uncertain- 
ties and gaps of science are brought into clearer re- 
lief and inquisitiveness is fostered. The trainee is 
then ready to acquire research skills, for he has 
imagination and also the incentive to find answers 
to the wish: ‘If we only knew more.’ ” 
And now I would like to speak to you of a problem 
which concerns me greatly. 1 touched upon it in my 
address to the new Fellows at the annual convention in 


* It is better to doctor in the beginning than at the end. 
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1956. I am indeed concerned about the number of men, 
or rather the dearth of men, who are entering public 
service. Many positions are going begging and many 
men now in key positions in government and state 
systems are vainly seeking successors to themselves. Some 
of them have given up trying to get young psychiatrists 
to come in and follow in their footsteps and in despera- 
tion have gone outside the medical field. The problem 
seems to be that there is a lure and a siren song which 
draws one to private practice. Now, I bow to no one in 
my respect for the private practice of psychiatry. I tried 
it once and was successful in it and, had not a medical 
school beckoned me, I might still be in it. But the fact 
remains that there is a crying need for psychiatrists to 
enter hospitals and to take part in programs of public 
service. This is basically a problem of leadership in 
residency training. Sometimes I become concerned that 
most of the psychiatrists will go into private practice and 
that the various federal and state positions will be in the 
hands of others, not nearly so well prepared and not 
nearly so sympathetic. It would be a rude awakening, 
were that bad dream to come true, and it is not as 
completely unlikely as you might think it to be. All of 
these things which occupy us here today will disappear 
and be useless if we do not have properly trained 
physicians to man our services. 
A Period of Innovation 

Comprehensive psychiatry is an important goal to 
keep ever before us. We are in a period of great innova- 
tion. We must take care not to be carried away pre- 
maturely by the newest and the most spectacular, neglect- 
ing the old wisdom laboriously inscribed for us by 
preceding generations of thoughtful students of the 
mind. The job of the superintendent of a hospital, as 
I see it, is to proceed cautiously and without anxiety. He 
is neither to stagnate nor to be stampeded into every new 
project which is mentioned in the literature. His job 
is not to be carried away by every innovation which is 
labeled “scientific,” but rather he must keep an open 
mind and not forget or minimize the value of things 
he knows to be true. A careful examination of con- 
science is called for at regular intervals; it will be the 
superintendent’s “medical audit” and it is quite neces- 
sary. Although he was speaking long ago and of things 
quite different from those I have in mind, Francis Bacon 
was able to place innovations in a perspective of un- 
diminished clarity. He said: 


“Tt were good therefore that men in their innova- 
tions would follow the example of time itself, which 
indeed innovateth greatly, but quietly . . . For 
otherwise, whatsoever is new is unlooked for; and 
ever it mends some, and pairs (i.e. impairs) others; 
and he that is holpen takes it for a fortune, and 
thanks the time; and he that is hurt, for a wrong, 
and imputeth it to the author . . . It is well to be- 
ware .. . that the novelty, though it be not re- 
jected, yet be held for a suspect; and, as the Scrip- 
ture saith, that we make a stand upon the ancient 
way, and then look about us, and discover what is 
the straight and right way, and so to walk in it.” 


This is our task for the future. 
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Hospital Atmosphere 
is a Definite Treatment Measure 


Recent studies have shown how it may be examined and evaluated. Specific 
techniques have been found useful in building effective hospital atmosphere. 


Discussion Leader: EDWARD STAINBROOK, M.D., California 


PRESENTATION: 

To present a subject of this breadth, 
to be at one and the same time com- 
prehensive and practical all within the 
span of of ten minutes is a job ill-befit- 
ting the pedagogic individual! What 
should be said and what should not be 
said is important. It was somewhere 
stated that the great art in life is to 
draw sufficient conclusions from in- 
sufficient premises! In our discussion 
of the entire hospital, we must first 
of all ascertain how much knowledge 
is now available to us; make explicit 
the transactions within the social sys- 
tem of the hospital and evaluate these 
transactions scientifically. We are con- 
tinually involved in making explicit 
this great wealth of factual data con- 
cerning human action. 

As physicians we have up ull now 
operated largely with only the explicit 
demonstrations of physiology; person- 
ality, society and culture were left im- 
plicit. Then beginning at the end of 
the last century we moved into making 
the personality more explicit, as dem- 
onstrated by individual human action; 
only within the last twenty or thirty 
years have we begun to feel the need 
for a scientific theory of culture, social 
systems and the interaction of people 
in social systems, and to begin using 
this theory for the accomplishment of 
selective tasks. 

I think we can all assume that the 
society in which the individual lives, 
whether it be a hospital, a factory or 
his own home, is one of the major 


determinants of his behavior. In the 
details of his surroundings lie the po- 
tentialities for varying degrees of satis- 
faction. Hence we find in the social 
atmosphere the key to relief of ten- 
sions or more hopefully the basis for 
development of satisfactions necessary 
to his personality requirements. 

In thinking of the patient coming 
into the hospital, we must conceive of 
his role as a “sick role”. He must dis- 
cover how others perceive him in this 
role; how people are going to help 
him and under what conditions. The 
very architecture of the hospital is go- 
ing to have influence here. People play 
out behavior and the patient will 
gather from architectural cues hints 
about what kind of behavior is expect- 
ed of him in this space—this physical 
structure. This goes also for staff. 


Structuring the Hospital Society 


And this leads us to what might be 
called administrative social science. If 
it is true that we may guide this hospi- 
tal society and structure it into a com- 
munity pattern to result in certain 
types of behavior, we must ask our- 
selves in what way do the people in 
the hospital perceive the hospital sys- 
tem? Knowledge of administrative 
social science does not necessarily 
come from years of seniority in the 
hospital society; it comes from master- 
ing this new knowledge which is avail- 
able, and determining how to study 
this culture and how to develop it as 
we want it. 

For instance, for a long time we 
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have treated people in our hospitals 
in crowds. This is still true in some 
hospital societies. We do not have 
groups of patients on wards. We have 
a crowd of patients. And our task is to 
find out how you create a group of 
patients, and treat this group in a 
more intimate familial sense, adopting 
many of the dynamics of the family. 
Let us not forget that whereas previ- 
ously one of the family functions was 
to provide an opportunity for the 
patient to play out the sick role, the 
hospital now often takes over this role. 
In turn it must provide more and 
more of the family function, and 
therefore must conform to some of the 
ways of a family group. 

To make this crowd into a group 
would in many cases entail a consid- 
erable amount of revision both of the 
use of nursing personnel and of the 
living space in the hospital. Dr. T. P. 
Rees, for instance, said that it might 
be more advantageous to have one 
nurse in relationship to eight patients 
than to have five nurses in relation- 
ship to forty patients. This leads to 
the integration of smaller ward 
groups, acting more usefully as co- 
hesive ward groups. It might be better 
to have such a cohesive ward group, 
wherein the ward itself is the unit and 
the wards integrated into the whole 
organization rather than to bring pa- 
tients out of wards and integrate them 
to some other group structure within 
the hospital itself. 

This is one reason why the hospital 
structure—wherein the patient plays 
his sick role—is important. Once the 
design is put into steel and concrete, 
architecture is established—is frozen 
for a hundred years. And frozen archi- 
tecture is frozen ideology. 

Next we must consider the atmos- 
phere created by hospital communica- 
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tion. There is both rational and irra- 
tional communication. Certain per- 
ceptual distortions arise in the patient 
himse!{ from what he observes. These 
lead to errors in communication, so 
that the problem of decoding becomes 
very important. Once information— 
rational or emotional—is taken into 
the communication system, it becomes 
affective. Emotional communication, 
the social scientists tell us, flows 
through an organization much more 
rapidly than does rational communi- 
cation, so that within a very short 
time, an idea originating in any part 
of the hospital system, whether stem- 
ming from the administration or from 
the patients, can flood through the 
whole hospital without any rational 
word being spoken and with no iden- 
tification of this particular piece of in- 
formation. 

Many of the things which determine 
the behavior of both patients and of 
personnel can be picked up by sensi- 
tive people. They are aware of how 
communications set up needs, reduce 
tensions, or perhaps increase tensions 
and resentment with consequent sabo- 
tage of the objectives of the hospital. 
Thus to structure the hospital atmos- 
phere, one must see how these percep- 
tions spring up. They are created by 
means of constant interchange be- 
tween the administration, the staff and 
the patients, interacting in all combi- 
nations to the needs we all have. 
Those of us who run the hospital must 
therefore learn as much as possible 
and as quickly as possible how to cor- 
rect the perceptual distortions which 
result from these emotional communi- 
cations. j 


A Means of Self-Correction 


Now I come to one other thing 
which is very painful to us, as painful 
as self-analysis. This is how to build 
into the system some self-correction for 
the administration itself. I would like 
to call this “sociometric self-analysis 
and self-direction.” 

One method is to let the sociologist 
sit in at a staff conference, and present 
a study of this conference, feeding 
back to the administrator and every- 
one who was present just exactly how 
he acted during this conference. All 
staff conferences in the hospital can 
be useful if we have someone assessing 
participation by all members of the 
staff who were present. In some of the 


Yale studies we found that this type 
of assessment was one of the most sen- 
sitive indices of how things were going 
in the whole organization, because the 
tensions showed up in the staff con- 
ference, in the form, for instance, of 
increasing withdrawal on the part of 
the people on the staff. This was one 
of the warning signs that there was 
something in the total organization 
which needed correction. Analyzing 
the staff conference as it endures 
through time can serve as a kind of 
barometer of organizational behavior. 
Then there is the question: If social 
science is so important in the hospital, 
in what ways shall we make use of it? 
Shall it be by employing a social 
scientist on the regular staff? Shall he 
train others in the hospital in the 
whole practice of his specialty? Will 
this help everyone to come to terms, 
not only with the rational transactions, 
but also with the affective ones, which 
we know are so important in human 
communications and relationships? 


DISCUSSION: 


In establishing satisfactory hospital 
atmosphere, said Dr. Miller, much de- 
pends upon the administrator’s own 
acceptance of his hospital, his faith 
in it as a treatment medium. In the 
past, many of us had a feeling of in- 
adequacy about the value of the whole 
hospital and its environment. We 
would defend ourselves against our 
own feelings by doing some very physi- 
cal or very active treatment directed 
toward individual patients. In our 
hearts, we were not really convinced 
that we were giving real treatment. 
This sociometric suggestion of view- 
ing the hospital as a total treatment 
medium is of tremendous importance. 

The families, too, have been am- 
bivalent about the role of the hospital. 
On the one hand, they are aware that 
some special treatment is indicated 
and that this should logically come 
from within the hospital. At the same 
time they feel tremendous guilt over 
not being able to support the sick role 
within the family, as in previous gen- 
erations. 

Once you come to administering the 
large hospital, however, there are 
practical problems of providing spe- 
cial personnel and architectural facili- 
ties, and breaking up the organization 
into small treatment units. These 
things have been tried on a small 


scale, and they point in the very di- 
rection which Dr. Stainbrook indi- 
cates. But we must direct our atten- 
tion toward some of these practical 
problems. 

Dr. Galvin drew the attention of 
the group to patient government. 
Every hospital has been confronted 
with it, not necessarily because the ad- 
ministrator chooses it, but because he 
can’t escape it! And recently, he said, 
we have had some suggestions about 
patient government in very disturbed 
wards. This idea had caused him tre- 
mendous anxiety. Yet from these very 
disturbed wards came community de- 
cisions which were better in terms of 
practical usefulness than like decisions 
by staff and other patient groups! 


The Social Scientist’s Role 


Mr. Dolnick told of hiring a young 
social scientist who had been very 
successful in one of the Illinois hos- 
pitals; he looked forward to the day 
when the emphasis would be on social 
science rather than on hospital ad- 
ministration. 

Dr. Duval took issue with this state- 
ment, saying that he did not think the 
day would ever come when the social 
scientist would be the hospital ad- 
ministrator. The physician must al- 
ways be the head man in the treat- 
ment program. But there is a real pos- 
sibility of using social science tech- 
niques in everyday hospital operation. 
We should become alert to the possi- 
bilities it can offer. 


Now we all know that we find 
terrific differences in what might be 
called “hospital climates.” Some hos- 
pitals are very relaxed places;. others 
are very rigid and repressive, and pa- 
tients hardly speak to each other be- 
cause of the tight control exercised by 
administration. He asked Dr. Stain- 
brook how we could develop more in- 
formation about social science. Where 
can we find material with which to 
work? 

Dr. Stainbrook thought that much 
information on the topic certainly ex- 
ists, and referred the group to the 
bibliography in The Mental Hospital 
by Stanton and Schwartz. 


There are today enough social 
scientists, at least in training, whose 
orientation is in the mental hospital. 
The question is: how does one effec- 
tively use them? 











Dr. Beckenstein commented upon 
the similarity of administrative ideas, 
no matter which hospital you visit. 
People face basically the same prob- 
lems, the same pressures, and they 
come up with similar answers. This 
may be why we often find people with 
original ideas in different parts of 
the country. Yet each original idea is 
like the other! The common denomi- 
nators, especially in the large hos- 
pitals, are more patients, and more 
discharges since the use of the drugs; 
and our problem is how to handle 
them quickly and practically. In his 
hospital, they orient personnel in two 
phases: one phase is the importance of 
physical atmosphere—the use of colors, 
proper clothing, a drawer in a dresser 
for personal belongings, a full-length 
wall mirror, closet space and drapes 
in all rooms. These help ease the ten- 
sion of the atmosphere. So does getting 
patients away from the wards. 


Relatives’ Attitudes Helped 


The second phase of orientation has 
to do with “attitudinal atmosphere.” 
This calls for a great deal of training. 
Social workers hold group therapy 
sessions for relatives just before visit- 
ing day, and during these sessions 
many of the relatives ventilate their 
feelings considerably. This gives the 
opportunity to indicate that they 
themselves can pitch in and help with 
the patient instead of using all their 
energy in hostilities toward the per- 
sonnel! This has proved very effective. 
The chaplains too are helpful in get- 
ting rid of many of the guilt feelings 
present in both patients and relatives. 
So group relationships already begin 
to form. Then, said Dr. Beckenstein, 
we go a stage further: all the people 
on the staff working with patients 
meet in attitude groups at regular in- 
tervals. During this time they discuss 
interpersonal relationships with the 
patients, what the patient is trying 
to convey, and how the patient fits 
into the hospital community. 

The next step is to organize a pa- 
tient council; this means sending pa- 
tients from various services to one 
central council. This is still experi- 
mental, he continued, and we will see 
how it works. On one service the pa- 
tients ran a social affair and invited 
friends from other services to a dance. 
We have had several of these, and they 
have been very successful. 
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Another experiment is using the 
recreation center each evening after 
dinner as a kind of community center. 
The patients have free access to any 
part of the building and move around 
freely. Some play the juke box; others 
dance, or play games, watch televi- 
sion or bowl. Dr. Beckenstein feels 
that this type of “normal” community 
activity will help bridge the gap be- 
tween the hospital and outside. 

Dr. Simon spoke about communica- 
tion. For the last six or seven years 
he has been impressed by the fact that 
communication extends far beyond 
the boundaries of the hospital, or even 
beyond the boundaries of the 9,000 
members of the A.P.A. It extends to 
the patient himself, and what he and 
his relatives bring into the hospital, 
and what the doctor who sends him 
into the hospital brings in. This 
means that a tremendous number of 
our general medical colleagues, the 
patients and the relatives are all in- 
fluencing our hospital atmosphere. 
We are not the only ones who have to 
operate it as a treatment measure; 
contributions come from elsewhere. 

This of course raises an educational 
problem; he has seen many competent 
psychiatrists who took their residency 
in a mental hospital, but yet who ap- 
parently did not absorb any concept 
of the total function of the hospital 
in the treatment of a patient. 

Dr. Stainbrook commented that per- 
haps our residency programs are 
oriented toward extramural practice 
rather than giving young psychiatrists 
the in-hospital knowledge which is 
necessary to treat patients and to teach 
others. 


The Hospital Social Structure 
Opposed to the Community’s 


Dr. Tarumianz said with some em- 
phasis that we meet together and cite 
our good qualities. We choose to for- 
get the negative issues which confront 
us. You need not be a psychiatrist— 
you need not even be very intelligent 
—to find that the majority of human 
beings resident in any public institu- 
tion suffer tremendously in their so- 
cial life. They are social outcasts; you 
have created a primitive situation for 
them. You allow them—a group of 
ten, fifteen or twenty—to walk to- 
gether. This is not really a custom in 
any modern city or community. The 
social pattern in the hospital is in op- 


position to our social structure out. 
side the hospital. Dr. Stainbrook and 
others say we haven't yet created the 
family grouping of eight or ten peo. 
ple, who can be individuals. You can’t 
establish such groups in a large insti- 
tution with three or four or five dol- 
lars a day to spend. 

So the patient utilizes his hospital 
time according to the needs of the hos- 
pital, not according to his own needs, 
“I plead with you,” said Dr. Taru- 
mianz, “to think not for tomorrow or 
the next day, but for thirty or fifty 
years from now; once you have put up 
a building, it will be there for fifty 
years—built not for individual pur- 
poses but for institutional purposes. 


Hospital Isolation Deplored 


“Let us think very hard whether we 
should not take the hospital to the 
community rather than try to bring 
the community to the hospital. Ameri- 
can psychiatry has built and isolated 
its hospitals one and two hundred 
miles from families; we now ask the 
family to accept our hospitals as nor- 
mal places for care and treatment. 
Can we not try to establish the same 
principle and approach as the general 
hospitals, and bring our mental hos- 
pitals of the future to small communi- 
ties, building them with two or three 
hundred beds, and have maybe one 
or two teaching institutions of larger 
size.” 

Surely, it is fine to group patients 
into family groups—if you have a 
small hospital, he went on. But it can- 
not be done in a hospital where you 
are working with thousands and 
thousands of patients. 

Dr. Hine said that in listening to 
Dr. Stainbrook’s plea for social science 
methods, he at first felt some pride 
because in his hospital there are a 
number of social scientists in train- 
ing and others working full time. But 
he started to wonder if he was using 
these people to the maximum, and if 
not, whether this related to the de- 
fenses all administrators have. 

For instance, he remarked, we use 
them as research rather than as serv- 
ice personnel. Is this a defensive 
maneuver so that we can evaluate re- 
search projects but not have to face 
the constant feedback described by 
Dr. Stainbrook? One of their pre- 
doctoral social scientists worked on a 
project dealing with personnel and 
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tients about mental patients; this will prob- that he can learn how. We try every _ therapeutic ward community has per- 
ive a ably prove to be a very worthwhile way with our present resources to do mitted the man to assume a role in the 
t can- piece of work, but he has been de- just that. ward rather similar to that he assumed 
2 you terred from attempting to work in the But how can you administer these in the military unit. It also gives him 
and hospital itself. ; groups without a direct line of au- the opportunity to represent the prob- 
Anyone bringing a social scientist thority to the superintendent, through lem which involved him in difficulties 
ng to into a mental hospital, he thought, the ordinary line-organization, Dr. in the first place. 
lence should be aware of this person’s tend- Jones wondered. No doubt the social About half of the patients Dr. 
pride ency to want to become a clinician. scientists can do a great deal to help, Plazak receives do not have a serious 
are a This is because of the prestige and and the administrator must keep an mental illness, but are characterized 
train- status of clinicians and therapists in| open mind and be willing to learn. usually as behavior disorders. Yet to 
. But a hospital setting. The administrator But the difference between staff func- their surprise, the staff found that the 
using must guard against this danger. tion and line function must be kept other large category of patients, the 
nd if a ; sated clearly in mind. Dr. Bryan, the grand acutely ill schizophrenics, have ap- 
e de- The Administrator's Responsibility ¢j4 man of Worcester, once said “I parently benefited too; long-term hos- 
Dr. Jones had heard it said that the conceive the function of the mental _pitalization has been to some extent 
e use occupational disease of the adminis- hospital administrator as having the avoided. 
serv- trator was his beliefs! He thought duty to create an environment in Dr. Stainbrook summarized, and 
nsive some of the day’s discussion had been which the doctor can treat the pa- concluded by saying that he does not 
te re- slightly subversive to the administra- tient.” Let us never forget that this propose that the social scientist take 
face tors. The administrator, after all, has is a medical, a psychiatric function, over the administration of the psy- 
d by the responsibility, certainly by custom and must remain so. chiatric hospital. He does feel, how- 
pre- and usually by statute, for the. insti- You can pick the brains of anyone, _ ever, that no good psychiatric hospital 
on a tution and the patients; and right you can listen, and if it seems good, administrator can operate without 
and or wrong, he has to make the deci- it can be incorporated into your ad- some social science techniques. 














Staff Relationships Affect Hospital Atmosphere 


Organizational hierarchy, status and struggles for power between hospital 
services and individuals cause staff dissension which reflects on patient care. 
Administrative and supervisory techniques can build good staff relationships. 


Discussion Leader: ALFRED H. STANTON, M.D., Massachusetts 


PRESENTATION: 


The introduction of social science 
techniques into the operation of psy- 
chiatric hospitals is perhaps one of the 
major break-throughs in the history of 
psychiatry as a science. First let us 
examine the relationship of the social 
scientist to the psychiatrist who is the 
administrator. This example will be 
perhaps rather too pat, but the anal- 
ogy may be useful. It is not unlike 
the relationship of the biochemist to 
the internist. The internist who treats 
the patient is supposed to know the 
chemistry of the disease but the bio- 
chemist is always raising new ques- 
tions, thus making it difficult for the 
internist to succumb to quiet feelings 
of grandeur about how much he 
knows. The social scientist can offer 
us, as administrators, something simi- 
lar! 

In general hospitals there is a pro- 
cedure known as the medical audit, 
in which a committee looks, for in- 
stance, at all the tissues removed by 
surgery and comments upon them. 
This is done with the explicit and 
highly professional notion that all 
physicians are not perfect and that 
professional self-appraisal, although 
it may sometimes hurt, certainly 
heightens the level of professional 
practice. This sort of procedure, ap- 
plied to psychiatry, is the kind of 
thing which social scientists can stimu- 
late, although it is the psychiatrists 
themselves who must make the profes- 
sional appraisal. 


But because the social scientist is 


more detached than the psychiatrist- 
administrator, and has as his prime 
responsibility and professional compe- 
tence the duty to question everything, 
he can help us with our problems by 
offering concrete findings, by relating 
these findings to professional theory, 
by helping us to compare our prac- 
tices to those in other hospitals. He 
sometimes offers us something just 
simply exciting— a heady glimpse of a 
possibility not yet validated. 

For instance, in the study of Drs. 
Greenblatt, York and Brown, there 
is the expertly and clearly implied 
claim that catatonic mutism exists 
only in certain kinds of hospitals— 
those whose “institutional atmos- 
phere” is one of neglect. (It is their 
term, not mine.) Dr. T. P. Rees in 
Britain has made the explicit, though 
I believe unproved, claim that in- 
crease in elopements is the direct re- 
sult of locked doors, and the accom- 
panying personnel attitudes. Thus it 
can be dealt with by unlocking the 
doors. Of course, the claim is not that 
simple, but it is symbolic of the 
changes that are taking place. Dr. 
Maxwell Jones, also in Britain, claims 
that psychopathy can be treated, and 
he has some interesting follow-up fig- 
ures. But to do so, he says, the tradi- 
tional authoritarianism of the mental 
hospital must be abandoned and deci- 
sions must be made by the patients 
themselves—including decisions about 
the discharge of patients. Dr. Wil- 
liams, in a statement not yet pub- 
lished, has indicated his view that the 
apathy of schizophrenic patients is the 
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precise result of what Dr. Stainbrook 
called “the crowd versus the group” 
atmosphere—a sociological apathy 
which can be dealt with. 

Then again from a larger hospital, 
Drs. Clancey and Cummings of Sas- 
katchewan have published a study of 
a ward in which certain variables 
were deliberately introduced—such as 
taking beds out, and changing the 
criteria for discharge. The results of 
these experiments were very encour- 
aging. These things are illustrative of 
what we are discussing. 

Today, it is much easier to get 
agreement upon certain general state- 
ments. But as soon as one becomes 
concrete and particular, differences of 
opinion occur. This is important, be- 
cause conflict is unavoidable in any 
hospital. Intellectual differences about 
practice are signs of alertness and are 
likely to create a situation among the 
staff of profound clinical importance. 
Take the implications of “delegation 
of authority.” Everyone is in favor of 
this, usually by the person directly 
above him, but what does delegation 
mean? It means that if you give some- 
one else the authority to run some- 
thing, you have to support him in run- 
ning it in a way you disagree with, 
because he will never do it exactly as 
you would do it. You must go along 
with this, and not develop a peptic 
ulcer, even though you are the ad- 
ministrator with certain legal and 
traditional responsibilities! There is 
another type of delegation: this is 
when one is too busy to do some- 
thing and lets a person underneath 
do it. This may or may not be delega- 
tion, but it is certainly not effective 
delegation. 

So in our discussion we have to deal 
with differences of opinion and the 
resulting actions; how to work out 
what is effective in our hospital; how 
we can compare one hospital with an- 
other and other specific problems. 
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DISCUSSION: 

The discussants were very con- 
cerned with the matter of educating 
stall members about the function of 
the social scientist, and about dissemi- 
nating real understanding of what the 
administration is trying to accomplish 
in introducing new techniques de- 
signed to change the milieu of the 
institution. Moreover there is still 
uneasiness about the relative roles of 
administrator and social scientist. 

Dr. Donnelly said that we know we 
cannot quickly change patients—nor 
can we quickly change personnel. This 
is the meaning of the educational 
process. It starts at the top, where the 
person who has the legal responsi- 
bility—the administrator—is able grad- 
ually to give authority to others, per- 
haps experimentally at first to see if 
it works in segments, and then if it 
does, to expand it across the whole 
hospital. 

The only way to introduce any new 
techniques, he said, is to have two 
types of communication—one with the 
patients and personnel, and one with 
administration and personnel, so that 
staff people feel secure, and know 
that if something happens with a 
group of patients, they will have the 
chance to discuss it, to find out its 
meaning, and to feel secure in dealing 
with the patients along familiar lines. 
This communication must be insti- 
tuted on the ward level, otherwise per- 
sonnel problems arise, because the 
personnel won't really know what is 
going on and what is involved. 

As to the time necessarily spent in 
this type of education, this is not time 
which would otherwise be used more 
productively for the patient, since, 
in the end, the patients will benefit 
greatly from these administrative ses- 
sions, because of greater understand- 
ing and acceptance. 

Dr. Donnelly added that it is easier 
to isolate the various aspects of a prob- 
lem than to keep them all in perspec- 
tive. Moreover, any change which is 
to be made must be made with the full 
acceptance of the person who has the 
final authority, because certain respon- 
sibilities must be faced before changes 
are instituted. 

Dr. Ginsberg said he thought the 
theory was quite clear, that the hos- 
pital atmosphere is a therapeutic tool, 
and that good hospital and good com- 
munity relationships are important. 


Yet these values must be evaluated in 
relation to the patients’ well-being. It 
is possible to find a hospital with a 
strongly authoritative policy in which 
the patients are getting excellent care 
and there is a happy atmosphere with 
apparently very gratifying results. We 
do not yet know the techniques of ac- 
curate evaluation. The greatest con- 
tribution we can make to future gen- 
erations will be to develop these eval- 
uations so that we can isolate the real 
contributions. 


Superintendent Ultimately 
Responsible 


There was general agreement that 
the superintendent could not delegate 
his responsibility for what went on in 
his hospital, regardless of how much 
authority he delegated, or what. 
changes were made from authoritar- 
ianism to permissiveness. Nor could 
he abdicate his authority to the social 
scientist. 

Dr. Tillim said that all specialists, 
including the social scientist, are im- 
portant but that the total treatment 
of patients must be under the direc- 
tion of the administrator who can ap- 
preciate the total situation and co- 
ordinate all factors. Following up 
when authority is delegated is a re- 
sponsibility of the superintendent. He 
might be considered by the clinicians 
as a consultant, contributing his own 
greater experience. 

Dr. Duval specifically illustrated the 
responsibility of the superintendent 
in the matter of reclassifying patients, 
so that patients with suicidal possi- 
bilities were not in a suicidal ward, 
and that disturbed patients went in 
with the less disturbed. The superin- 
tendent bears the responsibility and 
has to support his medical officer in 
this experiment. It is being found 
that patients can assume responsibility 
for themselves and for sicker patients 
with excellent results. Yet this in- 
creases tensions and anxieties among 
staff members, and a careful job must 
be done in preparing staff people for 
these innovations. 

Dr. Cromwell said that of all times 
in an administrator’s career when his 
theories have to be tested, it is when 
he takes a new job and feels that in- 
novations are called for. 

When he went into the Mental 
Health Institute at Iowa, the hospital 
had quite a history of ups and downs. 


Initially it had won an A.P.A. 
Achievement Award under Dr. Max 
Witte, but then trouble came and the 
employees were upset. Bad publicity 
had made them very unhappy. Yet 
the assets were tremendous—two. em- 
ployees for every four patients. The 
problem was how to build up a ther- 
apeutic atmosphere in the hospital. 
The first thing was to get the em- 
ployees to support the new adminis- 
tration. It is easy enough with the 
higher echelons, but to reach the 
masses is difficult. So the first thing 
was to get acquainted with as many 
people as possible, on all shifts. (This 
means that the administrator must 
get out of bed at all hours to catch 
the night shifts—but it is important.) 

Then some general meetings were 
set up to which all employees came. 
Again, three times a week the super- 
intendent had to dig himself out of 
bed to meet with all the shifts. 

The first thing was to find out in 
detail what the employees thought was 
wrong. Everybody could think of a 
lot of things—and it let off a certain 
amount of steam. A list of the main 
suggestions was prepared. Then they 
came to the crux of the matter. They 
asked if the patient should participate 
more actively in all the programs? 
Should he have more freedom? And 
so on. 

Well, only seven people in the 
whole organization felt that no more 
patients should have privileges. About 
the same seven felt that the patients 
should not participate more actively 
in self-government. 


Majority Supported New Programs 


So a number of programs were im- 
plemented which the majority of the 
employees supported. They felt their 
own ideas had been incorporated. A 
lot of patients were moved to open 
wards, and practically double the 
original number received privilege 
cards. Much more emphasis was put 
on activity, especially occupational 
therapy—and everything was going 
fine! 

Then there was a crisis! —Two pa- 
tients eloped. One was a chronic 
eloper and had always turned up 
again. But this time he got down the 
river with his companion, and when 
he was finally located they also found 
a bottle of whiskey, a gun and a bul- 
let through the one patient’s head. 
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The other had taken off. ‘The unlock: 
ing of the wards was blamed—the 
greater freedom. The people in town 
were upset. The press was upset. Dr. 
Cromwell's theories were really put 
to the test. 

An investigation was held and facts 
reported. Then an employees’ meet- 
ing was called. ‘They were told all the 
facts, and asked for a report on the 
status of privileges at the time of the 
incident. Fortunately, the two elopers 
were not among those who had re- 
cently received privileges. Nonethe- 
less, it was decided to let the em- 
ployees have their say, and at present 
they were voting to determine whether 
the privileges were given too quickly. 


Administration’s Attitude Keystone 


When you bring the social scientist 
into the hospital, said Dr. Duval, you 
must educate your staff as to what he 
has to offer, just as a new administra- 
tor must educate them to his policies. 
Similarly, it is a question of com- 
munication—of selling. It is also a 
question of what kind of attitude 
the superintendent himself has, how 
permissive he is. When the question 
becomes one of patients helping to 


treat other patients, the superintend- 
ent will go through all sorts of anguish 
about what is going to happen. 

Dr. Hauk said that certainly some- 
body—and this should be the super- 
intendent—must have the final au- 
thority, but that many problems can 
be solved before he has to exercise 
this authority. Staff meetings which 
include the sociologist will establish 
the fact that the superintendent is 
still the captain of the team, and at 
the same time place some of the re- 
sponsibility for the operation of new 
techniques upon the staff themselves. 

By this method, his hospital was 
able to open about fifty per cent of the 
wards; to establish post-discharge fol- 
low-up and persuade patients to re- 
turn monthly to get interviews, drugs 
or whatever was indicated. One re- 
sult was earlier discharges. 

Dr. Duval said that those of the 
group on the gray-headed side could 
well remember the era of insulin, of 
metrazol and electric shock. Today 
we are in the era of drugs and of the 
social scientist. It is the responsibility 
of administrators to make proper eval- 
uations and to keep the new ideas 
and new approaches in the proper per- 





Staff rapport leads to patient-support, for ultimately the hospital atmosphere is 
composed of the relationships between staff, and between staff and patients. 
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spective so that they do not lose sight 
of the things which have been gained 
from the experience and knowledge 
of the past. 


Constant Factors Can Be 
Overlooked 


Mr. Ward reminded the group of 
the healing pool of Bethesda; the leg- 
end was that every time an angel 
passed over the pool and troubled 
the waters, the next person who went 
into the pool would be cured. The 
waters lost their efficacy until another 
angel troubled them. Perhaps the 
psychiatric waters have to be troubled 
over and over again to discover the 
true efficacy of the cure! Part of the 
efficacy may be in the very newness 
of the idea and in our own emphasis 
upon discovering it; we may be over- 
looking the factors which have re- 
mained constant and which are bene- 
ficial, in our interest in what has 
changed. 

Mr. Ward said that staff meetings 
have special value not only in rational 
communication, which is perhaps 
their avowed aim, but also in the emo- 
tional communication. Such emo- 
tional communication may help every- 
one to engage in a good deal of self- 
evaluation which will help each one 
work more effectively. 

Dr. Stanton commented that sev- 
eral mentions had been made of the 
use of group discussions and the need 
for constantly working over problems. 
He spoke of a superintendent who, 
when asked about his duties as chief 
of a hospital, said “I have no specific 
duties. I go from group to group all 
the week.” This “working over’ seems 
to be part of the necessary educational 
process. 


Evaluation Through Eyes of 
Patient? 


Since all this effort and thought 
are ultimately directed to the patient, 
Dr. Sewall wondered whether the so- 
cial scientist might not attempt to 
evaluate what we are doing through 
the eyes of the patient. Even if these 
eyes were psychotic, you could not 
argue that their assistance is not rele- 
vant or helpful; for, to the patient at 
least, what he sees is reality. We make 
an appraisal of the patients’ response 
to therapy, he said. We say they are 
cured, improved or unimproved. But 
what would the evaluation of the pa- 
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tient himself be, or of his relatives? 
If we could question the patient with- 
‘using ourselves too much anx- 
iety, we might find out many things. 

Dr. Beckenstein said that many 
years ago he tried such an experiment. 
When the patients were ready for 
discharge, he would ask them “What 
do you think helped you get well?” 
Most said the rest and quiet, the rou- 
tine and discipline. Other reasons, 
some irrelevant, were given. It is in- 
teresting, he said, to get the patient’s 
point of view once he gets out of the 
hospital and is not afraid of any puni- 
tive action. 


out ¢ 


Maintaining Outside Interests 


Dr. Hauk commented that while 
much was said about stimulating the 
public to take an interest in the hos- 
pital, not so much was heard about 
stimulating the patients in the hos- 
pital to keep in contact with the out- 
side environment. A good active rec- 
reational program is one of the best 
techniques for this, and it enables a 
great many wards to be opened. Also 
the use of television, newspapers, 
radio, magazines and other communi- 
cations keep patients in touch with 
the outside world, and many are bet- 
ter informed than are the staff mem- 
bers themselves. An example of this 
was when, on November 6th, the pa- 
tients in his hospital held a “presi- 
dential election” in the hospital, be- 
cause they had followed the issues 
closely, and many would not be able 
to go home to vote. 

Dr. Beckenstein spoke of the value 
of courses on supervision. The per- 
sonnel department in his hospital. has 
worked with the civil service on such 
courses. Supervision is important on 
all levels, because if the supervisor 
generates hostility in his subordinates 
they are not going to take out their 
aggressive feelings on him or they will 
be fired. So they take them out on 
the patient. Therefore, if supervisors 
can be oriented in what the hospital 
is trying to do, and how to handle 
people in these new situations, they 
will reduce or eliminate the hostility 
and create a better atmosphere. 

Was it, asked Dr. Knowles, to the 
interest of the patients for physicians 
to be, in effect, promoted away from 
the patients? Should they not con- 
tinue to be actively engaged in treat- 
ment? 


Dr. Stanton said that this question 
was also applicable to psychiatric 
nursing, since there is no position on 
any table of organization for the clin- 
ical psychiatric nurse of great exper- 
ience. But because one was in an 
administrative situation, one was not 
necessarily excluded from the treat- 
ment of patients. One method of keep- 
ing all senior physicians in close pa- 
tient contact is for everyone on the 
senior staff occasionally to admit and 
work up a patient. 

Dr. Miller said that in discussing 
relationships between staff members 
and their functions there should be 
discussion of the place and 
function of the psychiatric aide, the 
person with whom the patient spends 
most of his daily time. This aide can 
greatly weaken or vitiate our program 
if he is not properly trained. And it is 
generally conceded that one of the 
weakest points in any hospital is the 
unavailability of trained personnel in 
this most important area. He said that 
at his hospital he has been contem- 
plating making arrangements with 
the Department of Sociology at the 
university to set up a program which 
might lead to a Bachelor of Arts de- 
gree, or at least to a certificate after 
two years of college. 


some 


Medical Audit Leading to Standards 


Dr. Ozarin said a medical audit 
would give us a method of attempting 
to set up standards. By this means 
we could find out and crystallize the 
factors that make patients get better, 
and thus decide what our hospitals 
should provide. Some of the great 
advances have been made in medi- 
cine through this medical audit pro- 
cedure and the consequent develop- 
ment of standards. For instance, what 
are the best kind of physical facilities 
for psychiatric patients? What kind 
of living spaces, as Dr. Stainbrook 
said, do patients need? What kind of 
facilities are required for the activ- 
ity programs and so on? These are 
the things which must be decided in 
principle by the doctors and by the 
architects on the design level. As 
Dr. Stanton said, we go on building 
structures which don’t really reflect 
what should be happening to the 
patient. 

Dr. Stanton summarized by saying 
the discussion had dealt with the 
question of how you go about pro- 








ducing changes in hospital milieu. 
Naturally, it had only touched upon 
the problems. There are techniques 
for changing atmosphere, but at the 
moment nobody is too well informed 
on just what these techniques are. 

However, we should be aware, he 
thought, that the application of social 
science to mental hospitals is not 
really in a very primitive state, in 
spite of our doubts’ and anxieties. 
Practically every social technique 
which had been applied is reported 
as working. In pharmacology, for in- 
stance, your drug need not cure every- 
one to be pronounced successful. It 
can even be considered effective if it 
has certain undesirable side actions. 
Practically every social change has 
some advantages and some disadvan- 
tages, too. 

But there are some indications that 
we are early in the development of 
social science techniques. Certain 
master phrases in use today may be, 
he thought, abandoned—for instance, 
“rigidity” versus “permissiveness.” 
The use of these words only indicates 
that up until now many hospitals have 
been restrictive, unthinkingly, un- 
necessarily and automatically. Yet 
permissiveness is not necessarily a sign 
of good psychiatric care if it is un- 
thinkingly and generally applied. 
Such concepts would therefore be re- 
fined as we go along, so that we will 
ultimately isolate more important 
issues. 


Much Known-—as well as 
Much Unknown 


However, we should not sutfer too 
much anxiety. A medical audit can 
be applied even though an awful lot 
is not known. Suppose pathologists 
were to split hairs as carefully about 
what is a chronic appendix as opposed 
to a normal one, as psychiatrists do in 
evaluating, scientifically speaking, the 
improvement of a mental patient! 
Like many of us, the pathologists 
might well be bogged down and not 
get anywhere. We have many meas- 
ures today, crude perhaps, but which 
with good will and imagination can 
be applied. And most certainly an 
awful lot of hospital failures are 
errors so self-evident that once called 
to everyone’s attention, they will not 
be made again. We all know these 
things—but they have to be brought 
to our attention! 





Staff Accord Must Be Reached to Attain 
Hospital Objectives 


This can be achieved only by effective interchange of attitudes and information 
and by friendly rapport among staff members and patients. The selection of ap- 
propriate methods of communication and the teaching of their use to staff is a 
function of supervision and administration. 


Discussion Leader: ESTHER LUCILE BROWN, Ph.D., Massachusetts 


PRESENTATION: 


I would like to illustrate, as a be- 
ginning, an example of what I con- 
sider staff accord, which I witnessed 
in Denmark this summer. As you may 
all know, the Danish hospital authori- 
ties feel that more than 400 patients 
should not be cared for in one hos- 
pital, and as a result, many of the 
older, larger hospitals have been di- 
vided in two—one side for the women 
and one for the men patients. Two 
complete staffs have been set up for 
what are in effect two different hos- 
pitals. 

In one section of one of these old 
hospitals, I saw the clinical director 
and the director of nursing service 
walk the 20-odd wards every morn- 
ing for two hours, and follow this 
by a conference on various questions 
which had arisen. Later in the after- 
noon the nurse or her assistant spent 
another two hours on the wards. 


I realized that these two people 
were very intimately acquainted with 
all their patients, and I was quite 
convinced that there was great rap- 
port, accord, or whatever you wish 
to call it, between them. This rap- 
port also included the nurse’s assis- 
tant. Because of language difficulty I 


could not judge whether it penetrated 
right down the line to the attendants. 


Trainees Need Staff Support 


Not long afterwards I became ac- 
quainted with two young American 
nurses traveling in Europe who were 
recent graduates. One had had her 
psychiatric affiliation in a very good 
state hospital, and she said the teach- 
ing had been excellent. But when she 
was sent to the wards, there were so 
few personnel and so many patients 
that she got a feeling of hopelessness. 
But she said: “We could have done 
very much more if only the doctors 
and senior nurses had been interested, 
and had come around to demonstrate 
their interest. A little bit of support 
and an occasional suggestion would 
have been very encouraging.” 

The other girl, who had had her 
affiliation in a private psychiatric in- 
stitution, spoke of the tremendous 
amount of anxiety that she and all the 
other students felt in their initial 
contacts with psychiatric patients. But 
during the tenth week of a twelve- 
week affiliation, a psychiatrist took this 
small group of students and in a ses- 
sion got them to talk about their 
worries and their anxieties. They felt 
enormously better afterwards. “But,” 
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said the young nurse, “this didn't 
come till the tenth week. If only we 
could have had this in the beginning, 
how much more helpful it could have 
been!” 

Well, I assume that everyone here 
believes that staff accord is something 
toward which we should work if hos- 
pital objectives are to be attained. 
We are probably still short of instru- 
mentalities for achieving it; I don’t 
know if we can even formulate a 
theory as to how it can be achieved. 
But many here have been working 
specifically to formulate methods, and 
I hope that these people will give us 
the benefit of their experiences and 
thinking. 

DISCUSSION: 

Dr. Davis immediately challenged 
the statement that staff accord is 
needed. He thought the real need is 
for a therapeutic community. Such a 
community is not necessarily created 
by accord, but comes about as the 
result of differences rather than of 
agreement. Our attitude should not 
be one of covering up differences, but 
of recognizing and dealing with them 
honestly. 

Dr. McPheeters wondered whether 
it was good to have a formal state- 
ment of accord. Professional people 
especially don’t like to feel they are 
conforming, and do not work happily 
within the framework of definite laws 
or rules. At the higher echelon staff 
meetings in his organization, they dis- 
cuss philosophies, objectives and new 
directions, but carefully avoid at- 
tempting to make positive statements 
or express conclusions. They deliber- 
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ately (o not take votes as to whether 
they «gree with certain statements. 
Yet hc has noticed that many of the 
objectives discussed—and perhaps dis- 
agreec: about—in the previous meet- 
ing have come to be entirely accepted 
and a:reed upon by the time the sec- 
ond meeting is held. 

Dr. Tillim suggested that the word 
“cooperation” might give the group 
a clearer conception of what they 
were talking about. If the hospital ad- 
ministration has definite objectives, 
these can be communicated to staff 
members, and there should not be too 
much difficulty in working out a co- 
operative system to attain these ob- 
jectives. This is of course much easier 
in a small hospital than in a large one. 


Too Much Accord Felt Detrimental 


Dr. Tarumianz said that to talk of 
staff accord and expect to get it is like 
looking for happiness and expecting 
to get it! While staff accord is a 
very nice thing, it is not basically 
what is required in the hospitals. 
But if in a hospital each person knows 
his own role and has learned it 
through proper communication, staff 
accord will come about, not as some- 
thing which is sought, but as a by- 
product of something which is well 
done. 

If we had better professional com- 
munication without considering dis- 
agreement as insubordination, he 
went on, we could make many im- 
portant advances. But too much “ac- 
cord” he thinks, has been a detriment 
to progress in state institutions; he 
believes it is the main reason why the 
younger employees do not remain in 
state hospitals longer than they have 
to. What is needed is not staff accord 
so much as good communication. 

Dr. Simon agreed, saying that while 
we should certainly not strive to have 
staff discord, we are going to have it 
because of the very nature of intelli- 
gent human beings. This is how prog- 
ress is made. The really essential ad- 
ministrative function is to handle staff 
discord and use it so that it can be 
of practical application. Above all, 
staff people must have respect for one 
another, so that this discord is in- 
tellectual, rather than overwhelm- 
ingly emotional in nature. 

He agreed that it might be called 
“ferment” rather than discord, and 





said that accord in various specific 
areas is a product of such ferment. It 
is this atmosphere of accord in certain 
areas which benefits the patient. 

Dr. Hletko said that if staff members 
are not in accord, the thing to do is 
to bring them together and discuss 
the areas in which they differ and find 
out the areas in which they agree. 
Eventually you will come up with 
something on which nearly everyone 
does agree. But the leader of the 
group—the administrator or the super- 
visor—while accepting the negative 
ideas about what is wrong and so 
on, must keep on asking about the 
positive elements. In this way, the 
group will get closer and closer to- 
gether on a proper procedure. 

Asked how inclusive he considered 
the word “staff,” Dr. Hletko replied 
he thought it best to work with a small 
group of key people, so that each one 
of these can carry on the process and 
pattern his approach with other em- 
ployees after the original discussion. 
This is not something they should be 
forced to do. It is something which 
grows as the result of staff organiza- 
tion. 


Mixed Staff Conferences 
Help Bring About Accord 


Dr. Miller said there should be 
enough staff conferences composed of 
mixed personnel—including especially 
medical men, residents and nurses. 
Also the services like occupational 
therapy, social work and recreation 
are very important and these people 
need to be included in mixed confer- 
ences. His hospital has several types 
of conferences, at which the leadership 
varies from the head of the hospital 
to the senior psychiatrist, the ward 
physicians, and sometimes charge and 
staff nurses. 

Dr. Sewall attempted to redefine 
staff rapport by saying that it is more 
or less consensus of understanding of 
the hospital’s objectives. Maybe only 
a relatively small number of people 
understand any one point specifically, 
but it is important that everyone 
agrees to accept the objectives. 

While we may mean a total when 
we speak of staff, our attention should 
actually be directed to those indi- 
viduals who are in the closest contact 
with the patients, who are the recipi- 
ents of what we are trying to do. The 
leader's difficulties arise from individ- 





uals on the ward level. So rather than 
having everyone trying to agree with 
everything at any one time, we simply 
need a general understanding of the 
main forces at work in the hospital, 
and of the administration’s objectives. 
Miss Muller said that people on the 
ward level—especially the nurses them- 
selves—have some appreciation of 
what is entailed in modifying the hos- 
pital atmosphere, but that too often 
the social science methodology is of- 
fered to the nurses without their un- 
derstanding the context in which it 
is to be used. This will not increase 
“ferment” but will instead cause divi- 
sion and thus increase difficulties. 
She went on to speak of administra- 
tors looking at their staff as stereotypes 
of the various disciplines, rather than 
seeing people as individuals. We all 
like to picture the nurse as the kind 
of person we would like to have on 
the ward, and this stands in the way 
of any personal communication we 
might have with her as an individual. 
Dr. Schillinger asked if clinical 
treatment could be divorced from ad- 
ministration. Nobody would say “All 
I do is work with patients and treat 
them,” he felt, because everyone who 
works with patients has within him a 
combination of clinical ability and 
administrative talent, plus a knowl- 
edge of methodology and a curiosity 
which make him research minded— 
and everyone wishes to help improve 
treatment techniques for the future. 


Motivating the Lower Echelons 


But we must face the fact that every- 
one who comes to work in a mental 
hospital doesn’t come because he 
wants to, or because he thinks it is 
pleasant work. Many come into the 
hospitals simply to earn a living—not 
of course, the physicians, nurses and 
other professionals, but those low on 
the echelons—the aides and so on. 
They don’t want to be oriented. They 
want to do a job. But we must help 
motivate these people and utilize them 
better. They have a right to express 
their opinions, and make their con- 
tributions and these contributions 
should be incorporated in the final 
decision made about their patients. 

Dr. Tarumianz wondered if the pro- 
fessional personnel have really ac- 
cepted the idea that everyone is im- 
portant in the working mechanism of 
the hospital—the business administra- 
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tion people for instance. There is 
a large group of laymen who consti- 
tute an important segment of hos- 
pital life. The physician must look 
upon the business manager as a part- 
ner in running the hospital. Could he 
run it without him? Obviously he 
could not. So he hoped to hear com- 
ments from some of the lay people 
on this matter of staff accord. 

Dr. Brown interjected that during 
the Russell Sage Foundation project 
on Improvement of Ward Patient 
Care one fact discovered was that you 
could not improve ward patient care 
until you took into an actual working 
relationship the maintenance men, 
the supply people, the medical record 
office and so on. And to get coopera- 


Mixed Staff Conferences 
When the Superintendent meets frequently with 
various members of different staff disciplines— 
physicians, residents, psychologists, nurses, aides, 
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tion from these people, definitive steps 
have to be taken to win their support 
and cooperation. The level of per- 
formance was appreciably raised when 
discussion groups were set up for them 
in which there was a good deal of 
give and take on the objectives of the 
hospital, of the ward, and of every- 
one’s specific role in connection with 
those objectives. 


Therapeutic Attitudes Developed 

Dr. Wick agreed with most speakers 
that objectives and motivation have 
to start from the top and filter down. 
He illustrated this point by speaking 
of his industrial therapy department. 
When industrial therapy was re- 
viewed to make it truly therapeutic, 


4 


they started by talking with the var} 
ous supervisors in the different de. 
partments; these people were encour. 
aged to express their point of view a 
to what work had to be done in their 
department and how they could get 
it done. While there is still some con. 
flict between the need to hang onto 
the patient once he is trained and does 
the work well, regardless of its thera. 
peutic values, the attitudes of the 
supervisors are considerably modified, 
so that industrial therapy is becoming 
more therapeutic and less industrial, 

Dr. Plazak told of a program he 
had set up with new employees. He 
inquired into the motivations which 
prompted these individuals to come 
into a psychiatric setting, and found 








Help Create Accord 

activity workers and others—areas of disagreement 
can be isolated and an atmosphere of accord reached 
in making the hospital’s objectives clear to all. 
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that most came simply because they 
hadn't liked their last duty station. 
But it was a mistake to deplore such 
an attitude. These people made a 
very strong identification with the pa- 
tient one way or the other—either 
quite sympathetic, or frankly hostile. 
He organized sessions for them to get 
together and discuss their attitudes 
about different patients. The medical 
officer was usually the discussion lead- 
er, and he discovered that in many 
instances he played a minor role ex- 
cept to point out something that had 
been mentioned but not been properly 
developed. For the most part the 
aides were helpful to each other in 
developing more therapeutic attitudes. 
Then they “crossed” groups and 
brought in social workers, psycholo- 
gists, occupational therapists and so 
on, so that everyone began to under- 
stand the other fellow’s approach and 
objectives in relation to the patients. 
Today treatment is based largely upon 
the therapeutic communication ward 
personnel can make with the patient; 
multiple conferences and discussions 
every day play an integral part in the 
program. The time saved in patient 
therapy and the straightening out of 
administrative difficulties more than 
make up for the number of hours 
spent in these conferences. 

Dr. Brown asked if Dr. Plazak 
could generalize from this case his- 
tory of a program as to how attitudes 
are changed for the better. 


Personal Abilities Recognized 


Dr. Plazak thought the success of 
this attempt was due largely to the 
assumption of the students that they 
were grouped and categorized not 
according to formal grading or techni- 
cal knowledge, but according to their 
ability to work with the patients and 
to assist in therapeutic communica- 
tion. Written evaluations are devised 
too, whereby not theoretical but ac- 
tual ward situations—situations which 
have occurred within the recollection 
of the student—are paraphrased and 
set down on paper. The students are 
asked how they would handle the 
Various situations. When the results of 
these examinations are discussed, there 
is a fantastic amount of ventilating; 
this, however, is brought under con- 
trol quite quickly by other students 
who see through the individual's dif- 
ficulty and advise him on the spot. 


The results of these examinations are 
correlated with the observations of 
ward nurses and medical officers, so 
that they have a pretty good idea of 
the value of individuals in therapeutic 
communication. 


Progress Requires Flexibility 


Dr. Rapaport said that while there 
must be accord with overall policy, 
there must also be some flexibility, lest 
people become too rigid and un- 
changeable. But the direction of 
change must be always toward the 
common objectives. 

We might remember, too, he said, 
that when a new specialist comes onto 
the ward, the people who are already 
there are inclined to resent him. So 
that the most successful operation is 
one in which there is some overlap- 
ping in function, so that one person 
is actually helping another. 

He added that, unlike some of his 
colleagues, he thought that all the 
hospitals have shown some improve- 
ment, and that we should not always 
look on the dismal side. Moreover 
there is not so much difference be- 
tween the way in which the private 
hospitals, and there are so many fine 
ones, accomplish their objectives and 
the methods used by the public hos- 
pitals. 

Dr. Schutkeker, at the request of 
Dr. Brown, summarized the discus- 
sion. He said that the structuring of 
the hierarchy of the hospital had been 
discussed, with some emphasis on 
whether we should proceed as we are 
now, or whether we should return to 
the old authoritarian concept. 

He thought we had a deeply in- 
grained concept of authority and ad- 
ministrative control. It seems difficult 
to brainwash ourselves of the vertical 
structure of the organization and get 
used to the horizontal structure. 
Everyone is trying to overcome this 
difficulty and get administration down 





to the broadest possible level. We 
have to overcome our own traditions 
and prejudices to make the hospitals 
more democratic. 

Pretty soon we shall even be giving 
the patient himself status, and then 
we will all be talking about the 
same things and on the same level. 
He thought that as time goes on our 
vocabulary will become more general 
and there will be no more need to 
speak of the sociological and psychiat- 
ric points of view as if they were quite 
different. 

There seems to be general belief 
that change begins at the top and 
filters down, but that what happens 
at the bottom can be handled in a 
number of ways. We are learning not 
to look for magic formulas but to 
utilize the knowledge and facts we 
already have. We are beginning to 
learn to communicate with each other 
and to cooperate. 


Broadening Concepts 


We are still struggling a little about 
definitions—what does staff accord 
mean, and whom does it include? 
Gradually our concept of staff is 
broadening, however, to include every- 
one, and we will begin to wipe out the 
lines drawn between administrative 
and lay staffs and ward teams so that 
everyone will be on the same level. 

It seemed to him enlightening that 
we no longer demanded definite out- 
lines of objectives, and that no state- 
ments or votes were needed. Accord 
is not really something you could 
demand of others, but it is some- 
thing which rubs off on us from other 
people and vice versa. So when more 
people in the hospital know their 
roles, staff accord will follow as a by- 
product. In general, the feeling is 
that the entire hospital can be made 
a more therapeutic tool if everybody 
can make his maximum contribution 
on his own level. 








Canadian Consultant Joins M.H.S.. Board 


It is with much pleasure that the 
A.P.A. Mental Hospital Service wel- 
comes a new Consultant from Canada 
—Dr. Charles A. Roberts of Ottawa. 
Dr. Roberts, who was named for this 
appointment by the Canadian Psychi- 
atric Association, is the Principal 
Medical Officer of the Mental Health 
Division of the Department of Na- 
tional Health and Welfare. 


Dr. Roberts was also kind enough 
to undertake the task of working on 
the Program Committee for the Ninth 
Mental Hospital Institute. The Chair- 
man of this Committee is Dr. Robert 
S. Garber, and other members include 
Dr. Cecil L. Wittson, of Nebraska and 
Mr. Clarkson Hill, of Hartford, Con- 
necticut. The first meeting was held 
in January. 








Treatment Does Not Cease With Discharge 


The atmosphere of the patient’s home and of the community surrounding the 
hospital is the hospital’s responsibility. Reaching relatives and the home com- 
munity pose special problems. Staff attitudes in the community and volunteer 
programs are also involved. 


Discussion Leader: DR. THOMAS J. BOAG, Montreal, Canada 


PRESENTATION: 


The historical tendency—that of 
isolating the mental hospital from the 
community—is in direct contradiction 
to our discussion theme as outlined 
by the Program Committee. We have 
to start, therefore, by attempting to 
conceptualize the mental hospital 
quite differently. We must picture it 
as a part of the community, with the 
patient moving in and out of it to 
other parts of the community. Obvi- 
ously ideally, it will be a small, not a 
large hospital, and will be located, as 
far as possible, in a more or less metro- 
politan area rather than, as in the past, 
many miles away from the community 
itself. Thus it would be possible to 
make adequate use of the total re- 
sources in the community. 

It will help us to think of treatment 
as something that doesn’t just go on 
inside the hospital, because then we 
will realize that we have to take more 
interest in the social aspects of treat- 
ment, including not only the interper- 
sonal relationships in the hospital 
which we have been discussing today, 
but the hospital’s “interpersonal re- 
lationships” with other community 
agencies. So we must see what happens 
to the patient after discharge; we must 
study the community resources avail- 
able to him; and try to develop tech- 
niques which will help him utilize 
them. 

It is astonishing how many malad- 
justed people, living in the commu- 


nity, have never been seen by a doctor, 
and never reached a hospital, but who 
have been held in suspension, so to 
speak, within their community. So 
when we admit a patient, this may be 
merely the culmination of a long pe- 
riod of maladjustment which has hith- 
erto been coped with by the family or 
by other agencies, and when we dis- 
charge him successfully—that is, when 
he does not return—this may be that 
either by good guesswork or good 
judgment, he has found a niche in the 
community which has enabled him to 
hold his remission and to operate suc- 
cessfully. We have some sound scien- 
tific knowledge of these forces and 
their strength, and we must attempt to 
utilize them intelligently for our pa- 
tients when they are discharged. True, 
we may have to use some of these 
things empirically; we do not yet know 
all the details of how they work nor 
have our sociologists been able to help 
us understand them all as we should. 

It follows that to develop services 
intermediate between inpatient treat- 
ment and total discharge, the hospi- 
tal itself must open up communica- 
tions with outside agencies. 


Allan Memorial’s Plan Described 


We have attempted in Montreal to 
establish this network of cooperation. 


First, there is a group of services 
organized around the hospital itself; 
next comes a group around the pa- 
tient’s family; then around other resi- 
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dences when there is no home avail- 
able to work with; next we have re- 
habilitation facilities, and finally a 
group which really falls into the 
sphere of public education. In this lat- 
ter group, the people come toward us 
from the community groups, whereas 
the other groups are those who receive 
the patients from us. 

So starting with the hospital group, 
we have day and night sessions in the 
traditional hospital setting—the only 
area in which can be based a concen- 
tration of trained personnel, facilities 
and so on. The follow-up services be- 
long here—offering psychotherapy fol- 
lowing discharge; physical treatment 
on an outpatient basis when needed, 
and in our case, a careful follow-up of 
schizophrenic patients over a long pe- 
riod. (In this work, by the way, we try 
to get over to the family and friends 
that their patient is no longer acutely 
ill, but has a chronic illness somewhat 
comparable to tuberculosis, which 
calls for supervision over a long period 
—supervision of the patient’s way of 
living.) 

Another service we have developed 
is what we call the extension depart- 
ment—“extension” by analogy to a uni- 
versity extension department. Here 
we try to provide the kind of educa- 
tional facilities that a patient needs 
when he is reorienting himself; we 
utilize group discussions, and have de- 
veloped an ex-patients’ social club. 
There is too the outpatient clinic, 
which while not necessarily a part of 
the hospital is likely to be nearby, to 
be staffed by the hospital, or perhaps 
is attached to the general hospital. 
There are many local variations pos- 
sible on these basic themes. 

Now, moving to the family groups, 
we all recognize the importance of the 
family. We become acquainted with 
them during the patient’s hospital 
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period through the social service de- 
partment; we try to give them an un- 
derstanding of the particular case in 
which they themselves are involved; 
and this in turn helps us to under- 
stand the factors leading to the pa- 
tient’s illness and will help us to con- 
trol the situation after he is dis- 
charged. 


Family Doctor’s Help Enlisted 


Also included in the family group 
are the patient’s family doctor, his 
church, various nursing groups and 
other welfare agencies. Of these, the 
most important is the family physi- 
cian. It is important for us to develop 
a good working relationship with him, 
and to do so, we send him progress 
notes; after discharge, we encourage 
the family to contact him with prob- 
lems. We have a general refresher 
course for general physicians, fairly 
recently established. But we did have 
difficulty in enlisting the help of the 
family physician until we started the 
contact during the actual hospital pe- 


riod; when we waited until discharge, 
we frequently got nowhere at all. 

As well as the family physician we 
use the public health nurse or other 
nurses’ organizations; this is especially 
useful for our follow-up programs; 
the district nurse for instance, is al- 
ready acquainted with the patient, 
and when he fails to show up for treat- 
ment, she can drop in and find out 
what the trouble is. 

I have very little personal experi- 
ence with the next group—the family 
placement service, but there must be 
many here who have. I hope that some 
of them will tell us of their experi- 
ences. 

So moving on to the rehabilitation 
agencies, we have found that although 
most of them were set up to handle 
the rehabilitation of the physically dis- 
abled, they show considerable willing- 
ness to move into the psychiatric area. 
This is in sharp contrast to the experi- 
ence of some others. But we have 
found them enormously helpful and 
we think this is because, while they 


have been oriented in the total prob- 
lems of physical rehabilitation, they 
have always realized that a large part 
of the problem was actually an emo- 
tional or psychiatric one. We have 
found these agencies very useful in 
removing the distinction between 
physical and mental illnesses. The pa- 
tient, finding himself with a whole 
range of other patients suffering from 
different kinds of disabilities, adjusts 
well. 


Public Education Groups 


Finally there are the public educa- 
tion groups—and these include the 
mental hygiene services in general. 
One of their important activities is the 
provision of speakers for public meet- 
ings. Our experience has been that we 
could obtain better results by working 
with smaller groups rather than by 
addressing large audiences. It is not so 
much what you do as the way you do 
it. For instance, we had a contact with 
the university extension department 
and originally supplied speakers for 
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large audiences in the theater of the 
university building. Then we opened 
the meetings at the end for people to 
discuss the presentation. We soon 
found they wanted small groups where 
they could discuss problems of im- 
portance to them personally. We 
therefore reorganized; we broke the 
course up into small groups, and used 
films. We needed some small rooms, so 
we had to move into the hospital. 
Everyone said the people wouldn’t 
come—but they did. They were all fas- 
cinated with the idea, and got very in- 
terested in the hospital. They went on 
tours; they asked questions; eventually 
quite a number of them became inter- 
ested in the volunteer program and be- 
gan working regularly at the hospital. 

All these techniques were concerned 
with the wide integration of the hos- 
pital with the community as a whole. 
Some who work in large isolated hos- 
pitals will not find it as simple perhaps 
as we did. But I think if we look at 
some general principles, and start try- 
ing to conceptualize our hospital as it 
should be, methods will follow, and 
the development of such programs 
will tend to govern the type of hos- 
pital which we will develop in the fu- 
ture. 


DISCUSSION: 


Mr. Hills said the attitude of the 
public toward the ex-mental patient is 
still very undesirable. It is not so much 
the anxiety of the patient who is be- 
ing discharged that we have to con- 
sider, but the public and even more 
important, the family attitudes. Many 
families show great indifference about 
attempting rehabilitation when the 
patient is discharged. 

Then too, the family is often badly 
disturbed by the reactions of the 
neighbors. The neighbors consider the 
presence of this ex-mental patient a 
threat; there have actually been oc- 
casions when neighbors have com- 
plained to the hospitals. On investiga- 
tion it is usually found that the pa- 
tient is no threat or nuisance at all, 
but the neighbors are convinced that 
he is. 

As to the workshops or rehabilita- 
tion centers, his experience has not 
been so good as Dr. Boag’s. He found 
that they were production rather than 
rehabilitation centers—depending on 
their productiveness to support them- 
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selves. Therefore if a patient is un- 
productive, he has to be laid off. 

In relation to vocational rehabilita- 
tion, said Dr. Wick, his hospital has 
found it profitable to have one of the 
State vocational rehabilitation people 
come to the hospital and get ac- 
quainted with patients while they are 
actually in industrial therapy. There- 
fore when the time comes for dis- 
charge, he is aware of the patient’s in- 
dividual capabilities and aptitudes 
and problems, and what kind of prog- 
ress he has made. These people have 
contacts with employers and by this 
means, the difficulties have been grad- 
ually overcome. Employers are taking 
the mentally and physically handi- 
capped on the same basis, accepting 
the fact ex-mental patients need su- 
pervision and care just the same as 
their physically handicapped co-work- 
ers. 

Dr. Beckenstein agreed, saying that 
he thought most people were still 
merely experimenting with vocational 
rehabilitation and its possibilities. 
Much can be done in the way of apti- 
tude testing and job training espe- 
cially for those who have not previ- 
ously been successfully employed. If 
the patient has to be trained for a new 
type of job or has to be readjusted be- 
cause prior to his hospitalization he 
never had enough stability to succeed, 
then it is the responsibility of the hos- 
pital to do so. We badly need real shel- 
tered workshops so that these people 
can be helped back to the maximum 
of which they are capable. 

Mr. Dolnick described a program 
for mentally retarded patients which, 
while not exactly a sheltered work- 
shop, resembles it somewhat. The pa- 
tient, after selection through staff con- 
ference, is housed in a separate facility 
closer to the administration and re- 
ceiving areas. He gets certain campus 
privileges and passes to the commun- 
ity, and for a time he is on probation 
on what is called the “junior honor 
roll.” During this period he may work 
one or two days a week in the com- 
munity, depending on his adjustment. 
If all goes well he is admitted to the 
“senior honor group;” then he is en- 
titled to weekend passes and can stay 
away for several days at a time. He is 
being prepared for full-time job place- 
ment in the community and works 
from three to five days a week, return- 
ing to the hospital for night care. 


Then he is finally evaluated for final 
placement and eventually is dis. 
charged. Since the hospital is located 
in the heart of the community, this 
has served very well as a “semi-shel- 
tered workshop”. Relationships with 
employers in the district are excellent. 
The Social Service and Psychology De- 
partments of the hospital make con- 
tinual contacts with personnel man- 
agers and industrial leaders. 

Dr. McCausland said that in his city 
there is a mental health clinic and a 
rehabilitation unit housed in the same 
building in the city, which works in 
conjunction with their hospital. He 
hopes that others will follow and es- 
tablish after-care rehabilitation clinics, 

Dr. Boag commented that they have 
two rehabilitation centers, and found 
that the one which developed on a so- 
cial.work basis was more effective than 
the one with only a psychiatrist in 
charge. 

Dr. Benbow said they had had diff- 
culties until they persuaded the re- 
habilitation agency to assign one of 
their people to the institution. Reha- 
bilitation, he hoped, would develop 
into a full-time program at his hos- 
pital. 


Family Care Plans Noted 


Dr. La Core felt that family care 
and rehabilitation were closely related. 
For a large state hospital, family care 
is a very important program. At the 
present time his hospital has 285 pa- 
tients on family care within a radius 
of fifty miles of the hospital. These pa- 
tients are visited regularly by the psy- 
chiatrist and by the social service 
worker, but in addition, workers in 
voluntary organizations go out to the 
homes and see that the patients get to 
church on Sunday, and go to a show 
now and then. Also, the social work 
department holds a weekly clinic to 
meet with ex-patients who may need 
help; some of the patients come back 
to the hospital on regular outpatient 
care. A new development is that the 
State vocational rehabilitation people 
are going to pay hospital employees to 
do spare-time work in group psycho- 
therapy with patients on convales- 
cent status. 

Dr. Rudolph said that since they 
have to go out into the country areas 
to get good family care, there are many 
practical difficulties to be overcome to 
have a successful program. Some of 
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the city residential areas don’t want 
ex-meiital patients—especially negro 
patie is—in the neighborhood. 


In New York there is a related diffi- 
culty, said Dr. Beckenstein, because 
in urban living, it is tough enough 
for pcople to get apartments without 
adding a patient from the state hos- 
pital to their difficulties! So his hos- 
pital has been sending patients to 
other institutions in rural or suburban 
areas, from which they can often be 
placed in small groups, on large farms. 
This is especially useful for elderly 
or arrested patients who are now sta- 
bilized. 

Follow-up, he thinks, must be 
started early, because most patients 
have to be weaned away from the hos- 
pital. His system has been to start 
them on visits home as early and as 
often as possible. The use of social 
workers very early in the illness is 
helpful. 


Volunteer Programs Valuable 


Mr. Slicer put in a word about the 
value of volunteer programs to bridge 
the gap between hospital and commu- 
nity. He thought it incumbent upon 
every state to solicit the assistance of 
these people because it is a most effec- 
tive way of educating the rest of the 
community as to the hospital’s needs 
and aims. 

In order to achieve early discharge 
and inaugurate a good follow-up in 
the community, said Dr. Rudolph, 
we must orient the general physician 
as to the needs of the ex-mental pa- 
tient. One practical problem which 
has recently arisen is to get the fam- 
ily doctor used to the massive doses 
of the tranquilizing drugs which are 
needed to maintain many patients. 

Dr. Simpson asked the experience 
of others in working with the general 
physician who didn’t seem to realize 
that much of the material given to 
him was confidential. Dr. Boag said 
that possibly a hospital which had 
physically close contact with the rest 
of the medical profession was better 
able to interpret to physicians the 
delicacy of dealing with psychiatric 
patients. There are almost certain to 
be some difficulties at the outset. But 
you can produce change of attitude by 
talking with people and helping them 
understand what you are trying to do. 


Dr. Wedemeyer related some of his 


experiences in using other agencies to 
help in follow-up programs. They 
were able to show the Division of Aid 
for the Aged that it was not sufficient 
just to supply funds to elderly, dis- 
charged patients; as a result, case- 
workers from this agency have taken 
over the supervision of these people. 
Those who have returned have done 
so only because of physical illness. 
Most were placed in rural areas and 
small towns. 

In one small town he induced the 
owner of a small outmoded hotel to 
refurbish it, and this home now cares 
for almost forty of these elderly peo- 
ple. Regular calls are made by the 
hospital’s social service department 
and physicians. However, it is em- 
phasized that the main management 
should be by the owner of the house. 
Many of the people go to the local 
churches and take part in community 
life. It is hoped that ultimately some 
of them may be permanently dis- 
charged. 

Miss Morgan pointed out the value 
of the public health nurse, saying that 
the most successful programs are those 
where the nurse has been called in, 
not on the day the patient was dis- 
charged, but on the day he was ad- 
mitted. This enables her to visit the 
family and visit the patient, and 
neither develops the feeling of isola- 
tion from the other. The family knows 
something of what to expect when 
the patient comes home. 


Public Health Officers Included 


Dr. Boag agreed, saying that they 
start off by getting the district super- 
vising nurses into the hospital for an 
educational program. Dr. Benbow 
had done the same thing, but had also 
included the health officers. When a 
patient is released, the public health 
officer is notified and given some in- 
formation about him. Because of the 
shortage of psychiatrists in Florida, it 
is necessary to get some other medical 
help. The public health nurse calls 
after discharge, too, and offers assist- 
ance either in getting the patient to 
a guidance center, obtaining drugs or 
money for drugs if required, or rec- 
ommends where psychiatric support 
can be obtained if it would help. 

Mr. Rands thought that both re- 
habilitation and community relations 
were better established when you have 
small mental hospitals in a suitable 


region where closer relationships can 
be established with other hospitals 
and the agencies which have been 
mentioned. If people feel their men- 
tal hospital so close, and can acquire 
a feeling closely akin to what they feel 
about the general hospital, the whole 
attitude toward mental illness will 
naturally improve. 


Gheel Colony Described 


Since several questions were raised 
about the Colony at Gheel, Belgium, 
which was described as the classic ex- 
ample of family care, Dr. Brown re- 
ported on one or two facets of the pro- 
gram there which she thought had 
some applicability to the United States 
and Canada. Gheel, of course, is a 
small marketing town in a rural area 
which has served psychotic patients 
since the Middle Ages. A patient 
comes into the hospital and after 
about three months a very carefully 
selected home is found for him. The 
superintendent admits that they fre- 
quently fail to find a family which is 
good for the patient; however, he feels 
free to move him to a second family, 
to a third or whatever is called for, 
and this is definitely a part of the plan- 
ning process for the patient. 

The town of Gheel is divided into 
four sections, with a psychiatrist and 
two public health nurses in each quar- 
ter, who visit the patients in that sec- 
tion. Four psychiatrists and eight pub- 
lic health nurses, however, are not 
adequate to cover 2500 patients. 
(There are only 250 patients in the 
hospital itself!) Nevertheless, despite 
the staff shortage, all patients are vis- 
ited more or less regularly and may 
themselves call on the doctor or nurse, 
or telephone for assistance to the hos- 
pital itself. 

Dr. Boag summarized by saying that 
there are obviously many ways of 
working with the community for the 
benefit of the patient after discharge. 
The most important single factor, 
however, is not to let any one tech- 
nique or series of techniques become 
static. To keep any community agen- 
cy working efficiently, the hospital 
must establish a two-way relationship 
—either educational or consultant, or 
both. Such dynamic interrelationships 
do more than anything else to break 
down the “walls of guilt” which to 
most people seem to surround the 
mental hospital in hopeless isolation. 
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Post-Hospital Care 


Drug therapies, day and night hospitals and clinics are becoming increasingly 
effective in after-care. The potentialities of community agencies, including 
voluntary organizations, should be explored further. 


Discussion Leader: NATHAN SLOATE, California 


REDUCING the population of 
mental hospitals by skimming off the 
patients suitable for post-hospital care 
is not as simple as dipping off the 
cream from a pan of rich milk. We 
have speeded up the treatment and 
release of acutely ill patients ad- 
mitted to our hospitals. Yet over three- 
fourths of the patients remain in the 
hospital one year or more. Our in- 
ability to return a significant number 
to the community becomes a drag on 
the entire treatment program. No one 
feels we have reached the irreducible 
minimum. There is a lively interest 
in ways and means of doing more, and 
original approaches are being devel- 
oped throughout the states and prov- 
inces. 

Initiating discussion of the topic, 
Nathan Sloate, Chief of Social Service 
in California’s Department of Mental 
Hygiene, offered this gauge of the 
patient ready for post-hospital care: 
The patient does not need the special 
facilities of psychiatric treatment, care, 
or supervision, and his living in the 
home and community will not be 
harmful to himself or others. And, of 
course, the patient must have the 
strength to meet the social environ- 
ment of the community. 

Three things are needed for an ade- 
quate program of care outside the 
mental hospital: 1) Broad community 
understanding and acceptance of the 
mentally ill as human beings with 
individual personalities, needs, capac- 
ities, and rights to share in and con- 
tribute to community living. 2) Psy- 


chiatric service adequate to meet the 
special needs of mentally ill patients 
and their families for treatment, care, 
and supervision. 3) Other services, 
public and private, to meet the need 
of persons who have social and eco- 
nomic difficulties, and administration 
of these services by a staff with under- 
standing of the special needs of the 
mentally ill. 

“It has been amply proven that pa- 
tients can use community understand- 
ing and resources as aids in their re- 
turn to health and productive living, 
and that all too often the lack of com- 
munity and family understanding and 
resources can delay convalescence, 
prevent recovery, and even precipitate 
the return of the patient to the hos- 
pital,” Mr. Sloate said. “Present re- 
sources in the community are char- 
acterized by wide variations in atti- 
tude, policies, and program. Why it 
is supposed that returning mental pa- 
tients require no recreation, no jobs, 
no financial assistance, is hard for us 
to see. Yet at different times we are 
confronted with this very obstacle to 
rehabilitation.” 

California Survey Cited 

A California survey for the month 
of June, 1950, of all admissions to 
state hospitals of patients aged 60 
and over indicated that almost half 
might more properly have received 
care in their own community if ade- 
quate facilities existed for home and 
congregate care, including nursing 
homes and homes for protected living. 








Participants: John J. Blasko, M.D., Conn.; Miss Constance G. Carlgren, 
R.N., Minn.; Rawley E. Chambers, M.D., Tex.; Dr. A. E. Davidson, B. C., 
Can.; Mr. Michael B. Dunn, Pa.; Addison M. Duval, M.D., Wash., D. C.; 
J. Berkeley Gordon, M.D., N. J.; Mr. Lee Helsel, Cal.; Paul Hletko, M.D., 
Ill.; Mr. Norman C. Mace, Cal.; Harold S. Magee, M.D., N. J.; A. L. Olsen, 
M.D., Mich.; Lucy D. Ozarin, M.D., Wash., D. C.; Allen H. Parker, Ph.D., 
Ore.; B. F. Peterson, M.D., Tenn.; Hyman Pleasure, M.D., N. Y.; 
Stanley Rands, Sask., Can.; Walter Rapaport, M.D., Cal.; Mabel Ross, M.D., 
N. Y.; G. D. Tipton, M.D., Cal.; Rev. Archibald F. Ward, Jr., Va. 


Mr. 








The state hospital was used as a re. 
source in default of more appropriate 
community facilities. 

There is reason to believe that in 
the past six years the picture in Cali- 
fornia has changed for the better, 
Family care, which has already pro- 
vided for over a thousand placements, 
has developed into an extremely flex- 
ible program, serving babies, children, 
adolescents, and the aged. Community 
social clubs have been established for 
patients to provide a reassuring place 
in which to continue social activities 
begun in the hospital: During the 
past year over 300 patients have been 
discharged from family care homes, 
representing a 50 per cent increase 
over the preceding year, and more 
than 100 per cent over the year be- 
fore that. During a five-year period, 
family care increased by 180 per cent. 
Several successful demonstrations have 
been made in developing new work 
placement resources for patients. 

The discussion turned to family 
care and other extramural programs 
for patients leaving mental hospitals. 
Of all patients leaving hospitals, only 
a relatively small proportion are con- 
sidered suitable for transfer to family 
care. The bulk of the problem must 
be dealt with in the community in 
other ways. 

There was no tight definition of the 
term “family care,” but in the discus- 
sion it was generally used to encom- 
pass living situations for patients 
transferred from hospitals to a domi- 
cile other than their own home. Un- 
supervised family care would be a re- 
gression, and a warning was sounded 
that enthusiasm for an extramural 
program should not lead to the aban- 
donment of standards. Dr. Simpson 
said in Kansas there had been so much 
fear of such a consequence that the 
doctors and social workers were drag- 
ging their feet about sending patients 
out. This has been counteracted by 
bringing nursing home operators and 
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employees to the state hospital for a 
one-wcek workshop.* They work on 
the wards, and attend lectures and 
demo::strations given by personnel in- 
cluding the psychiatrist, social worker, 
minisier, fire chief, and head of the 
volunieer services. 

States that have developed extensive 
family care program were queried as 
to how they financed them. Mr. Sloate 
said their family care program re- 

uires a budget of approximately 
$1,000,000 a year. This the legislature 
appropriates directly to the Depart- 
ment, and under the law a limit is set 
on monthly payments allowed. Dr. 
Blain said that in Pennsylvania they 
use a combination of public assistance 
funds plus mental health funds, be- 
cause public assistance funds aren’t 
enough to provide care in a private 
home or small nursing home. He 
thought some legislation was necessary 
to provid for this merger of funds. 
Mr. Dunn, from Pennsylvania, said 


* To be reported in a future issue of 
MENTAL HOSPITALS. 





the budget office gives them the right 
to pay $5 a day, $150 per month, for 
the care of a patient on leave of ab- 
sence status in a nursing home. With 
this money they are even able to make 
placements in private mental hospi- 
tals. In New Jersey, Dr. Gordon said, 
there is a statute concerning family 
care cost, limiting it to per capita cost, 
and superintendents are encouraged 
to operate below this ceiling. Because 
of differences in per capita expendi- 
tures in the hospitals, different rates 
are paid for patients on home care in 
the same state. (This raises problems 
in competitive bidding for services 
and causes public misunderstanding.) 
Funds for the program are requested 
in the hospital budget. In Illinois, Dr. 
Hletko said, they have 800 patients in 
family care, homes being found in 
communities by social workers. Orig- 
inally limited by per capita cost, they 
obtained a ruling from the Attorney 
General permitting payment as 
needed. At the present time, $150 per 
month is allowed, including $10 for 
haircuts and other personal needs. 


While putting patients into homes 





CLINIC 

















may save money, it does not always 
do so, nor is it always the object. Dis- 
cussants reiterated that point. To pa- 
tients selected as ready for this move, 
it offers treatment more suited to their 
convalesence. Subtracting these pa- 
tients from the hospital’s population 
frees staff to give active treatment to 
urgent cases. Dr. Pleasure reported a 
rural area program in New York State, 
and said: “It is not’a money-saving 
proposition for the state. Although we 
pay the home considerably less per 
capita than it costs to keep a patient 
in the hospital, there are other costs— 
for example the cost of visits from 
social workers and doctors. We pro- 
vide clothing and spending money for 
the patient. In the case of an acute 
illness, hospital costs may be added.” 

Dr. Beckenstein of New York City 
said they had had a problem finding 
persons willing to provide home care. 
They solved this by making arrange- 
ments with other institutions in rural 
areas to provide care for mental hos- 
pital patients ready fer home care, and 
these institutions made family care 
placements. 





An experience in giving patients 
better preparation for home living 
was described by Dr. Olsen of Michi- 
gan: “We have had a family care pro- 
gram going on for the past six or 
seven years, and a number of the pa- 
ticnts had to come back. So we set 
up a small 32-bed ward where pros- 
pective family care patients could 
grow accustomed to the way of life 
they would find in the foster homes. 
For example, many of the patients 
were not used to wearing bathrobes. 
We gave them extra training in table 
manners. We taught them to operate 
a television set. We let them go down- 
town and buy personal things. We 
taught them more consideration for 
others. Later we had the people whose 
homes they went to come back to the 
hospital and share their ideas in meet- 
ings. Once a year we have a dinner 
for these patients and the family-care 
people.” He said this has been a big 
selling point, stimulating other pa- 
tients to want to take this step toward 
recovery. 


Drawbacks Pointed Out 


Abruptly shifting the tone from 
these reports of success, Dr. Duval 
called for hard thinking about the 
realities of sending the chronic schizo- 
phrenic back to the community. Based 
on his experience in a city milieu, he 
said it is almost impossible to find 
family care for this type of patient or 
to send him to his own home. The 
chronic schizophrenic has not recov- 
ered but he is not dangerous. The hos- 
pital has done all it can for him, and 
he does not require therapeutic at- 
tention. But he may have peculiar 
mannerisms, eccentricities, and oddi- 
ties. Put in the situation, would you 
want him in your home? There is an 
element of embarrassment. People are 
not accustomed to his strange behav- 
ior and feel uneasy; they feel he 
should be in a mental hospital. The 
police and storekeepers may complain, 
making it difficult to absorb this kind 
of schizophrenic in an urban area. “If 
we are going to have success in getting 
these particular schizophrenics back 
into the community, I think we have 
somehow got to educate ourselves as 
well as the families,” he concluded. 
Conceding the only long-term solution 
is public education, Mr. Rands of 
Saskatchewan said progress is being 
made there through use of volunteers 
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in mental hospitals. Hundreds of them 
have given some service, learning to 
do things with people whose behavior 
is a little different. They come to ac- 
cept the unusual behavior of the 
schizophrenic as something you can 
make allowances for and live with, It 
is probably one of the most basic ways 
of changing people’s attitudes. 

“Haven't we created this problem, 
in part, ourselves?” Dr. Ross of New 
York asked. She postulated that in 
scolding people for not bringing pa- 
tients in earlier for treatment we have 
created over-concern for harmless be- 
havior which is bizarre. “We try to get 
them to accept it on the one hand, we 
try to get them to recognize early 
symptoms, on the other,” she said. 

“I think in considering all these 
programs for after-care we must face 
one important thing: the public’s fear 
of the commission of crimes by pa- 
tients who are sent out of the hos- 
pitals,” Dr. Beckenstein commented. 
Dr. Blain, whose report on the prob- 
lem in New York State is familiar to 
administrators, said there is need for 
more follow-up studies of discharge 
procedures. There is not enough in- 
formation available about what hap- 
pens to patients after they leave the 
hospitals, and he voiced the hope more 
studies would be made. Dr. Ozarin 
said, “All of us have had the experi- 
ence of sitting in staff conference and 
saying we should not let this patient 
out, we had better not in case some- 
thing happens.” She suggested a re- 
examination of the role and responsi- 
bility of the doctor. 


Halfway Houses Considered 


Halfway houses were mentioned as 
placements for patients going back to 
the community, and the query was 
raised: Do they tend to become static? 
Are they just a dumping ground to re- 
duce hospital population? Examples 
of success were cited, the patients leav- 
ing halfway houses on the average 
after two or three months. Those de- 
scribed were well supervised. Dr. 
Davidson said that in British Colum- 
bia they have had ten or twelve years’ 
experience operating a home for wom- 
en in a residential area of a city, where 
they spend from one to four months 
after leaving the hospital. They are 
under supervision, and have assistance 
in finding something to do, and, even- 
tually, in locating living accommoda- 


tions. Similar quarters for men ar 
now being developed. 

Jobs for former patients are an im. 
portant part of post-hospital care. Dr, 
Parker of Oregon said their policy js 
to begin planning for vocational re. 
habilitation before the patient is really 
well enough to consider it. His re. 
covery is anticipated and his voca 
tional problems are part of the plan. 
ning for the day he leaves. If he had 
no vocation, psychological aptitude 
tests are given. The individual thera. 
pist discusses future plans. A voca 
tional rehabilitation expert comes to 
the hospital for a talk. Finally, a place. 
ment officer in the State Employment 
Service helps arrange job interviews, 

A rehabilitation planning commit 
tee, made up of personnel officers, 
small businessmen, and so forth, has 
developed from the volunteer program 
in a California hospital. Mr. Helsel 
said their first move was to get money 
from a private foundation and _ the 
Office of Vocational Rehabilitation to 
set up a halfway house. Then they 
went to people in the community ask- 
ing for support in employment pro- 
grams. 


Industry’s Aid Sought 


A Minnesota plan for visiting in- 
dustrial plants was described, as was 
another California hospital’s patient 
government organization’s plan for 
bringing personnel officers of indus- 
trial plants and agencies to speak to 
patient groups at the hospital. 


Persons still using tranquilizing 


drugs are released under one hospital | 


program in California. The scheme is 
limited to those living within a cer- 
tain distance from the hospital. One 
doctor circulates to check on their 
progress and prescribe a change in 
dosage as needed. A social worker also 
visits them occasionally. 

New Jersey has an alternative to 
visiting released patients at their 
homes, Dr. Magee reported. The pa- 
tients come to after-care clinics, at 
pre-arranged times, to meet with a 
hospital social worker or physician. 

Discussing how to get families to 
accept care of patients, Dr. Ward of 
Virginia said this comes under the 
heading not of family care but care of 
the family! He said a largely unused 
resource for help is found in com- 
munity clergy, who can be of great 
help in counseling the families. 
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Budgeting Procedures 


A satisfactory budget must reflect the legitimate needs of each 
operating unit. Each staff member shares in the responsibility 
of building the budget, starting from the basic operating units 
through the steps leading to the presentation of the total budget 
to the legislature or hospital board. 


Discussion Leader: JACK R. EWALT, M.D., Massachusetts 


DR. JACK R. EWALT, Commis- 
sioner of Mental Health for Massa- 
chusetts, keynoted the discussion of 
budgeting procedures saying planning 
was the most important considera- 
tion. “I do not see how anyone can 
put off meeting his budget deadline 
until the last minute, hurriedly throw 
together a bunch of figures based on 
last year’s experience and next year’s 
off-the-cuff expectations, and call this 
submitting a budget,” he said. 

Whoever sets policy at the hospital 
level must set this policy in advance, 
decide where it is going, what service 
is to be expanded, what service is to 
be curtailed, what new people em- 
ployed, and so forth. Calculating what 
is needed to carry out these plans, 
whether for personnel, beds, build- 
ings, brushes, or what not, is fairly 
simple. In the state system, the oper- 
ating heads responsible for policy 
should meet with the hospital admin- 
istrators; they should be forewarned 
of this conference so staff planning 
can take place in advance. 

Dr. Ewalt made a strong plea for 
realistic budgets, pointing out the im- 
portance of asking for enough money 
to accomplish your purposes but not 
asking for more money than you can 
spend. “We cannot expect to build 


confidence in the legislature or the 
people if we submit a padded bud- 
get,” he said. “Honesty is important. 
We have got to ask for what we need 
and then do the very best we can with 
what the legislature gives us. We must 
not try to outguess the legislator or 
usurp his place in deciding how 
much we are going to get.” 


Detailed Planning Essential 


Noting that state practices vary in 
the matter of lump sum or line item 
budgets, he questioned whether this 
makes any essential difference in the 
approach to budget planning. “A 
lump sum budget may be perfectly 
valid for appropriation purposes and 
it gives you a little more flexibility, 
but you cannot plan a budget in lump 
sum,” he said. “You have to analyze 
and have some logical sequence of ar- 
riving at these lumps or they are ab- 
solutely meaningless; nor can you 
control and audit such a budget. Ac- 
tually, the budget should be in 
enough detail in the planning stage 
so that you have a precise design for 
every operation and as money is ex- 
pended it can be charged off against 
the exact area in the budget where it 
was originally planned.” 

Beyond the problem of arriving at 
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monetary estimates of your needs, se- 
curing the funds for a budget depends 
on education. This includes edu- 
cation of legislative and administra- 
tive authorities and the general pub- 
lic. 

The discussion centered on appro- 
priations for state and provincial hos- 
pital systems; in other words, pro- 
jected, rather than operating, budgets. 
While Dr. Ewalt stressed the impor- 
tance of the budget as an instrument 
for management and control, time was 
too short to discuss this. Budgeting 
more time for discussion of budgets at 
the Institute was suggested, because, 
as one administrator put it, “Money 
is the life blood of any program.” 

Many persons complained that the 
widely used figure of a state’s per 
capita cost of patient maintenance has 
come home to haunt budget officers. 
The figure is arrived at by dividing 
maintenance expenditures by average 
daily resident patient population. 
State officials were reported to have 
seriously proposed arriving at a bud- 
get entirely on a per capita cost basis. 
An administrator said, “I sometimes 
get the idea that it is absolutely futile 
and inane to spend a lot of time pre- 
paring a budget for presentation to 
the Governor and General Assembly 
because of past experiences. The Gov- 
ernor and his Budget Director and his 
budget advisors make an estimate of 
how much money there is going to be 
in the general fund for them to ap- 
propriate. They agree among them- 
selves on how much per capita they 
are going to allow to the mental hos- 
pitals. They multiply that, and come 
out with a sum that you never heard 
of before, regardless of how much 
time you have spent preparing your 
budget.” 

Another administrator 


said that 
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while per capita costs show that not 
all states are making the same finan- 
cial effort to solve the problem of 
mental illness this does not necessarily 
inspire states to step up their efforts. 
Instead, he encountered this attitude: 
“Our state is fifteenth out of the forty- 
eight states; why are we spending so 
much money to accomplish what other 
states are doing for less?” And, far 
from thinking a budget should pro- 
vide for more money than the pre- 
vious year, there was a tendency to 
say: “You've done it before, you can 
do it again.” 

The sentiment was that a per capita 
figure is merely a statistic possible to 
calculate on the basis of last year’s ex- 
penditure, but it has nothing in the 
world to recommend it as a basis for 
a budget. There was no disagreement 
with this, but the problem posed was 
how to disabuse people of the errone- 
ous impression that has been created. 
The suggestion was made by Mr. 
Hodges of Michigan that it would be 
more useful to relate mental hospital 
programs to American Psychiatric As- 
sociation standards. He said they are 
doing this in the area of staffing, and 
to a lesser extent in other fields. For 
example, food service needs are con- 
sidered on the basis of a dietary stand- 
ard rather than money alone. 


Dr. Noyes reported that in Pennsyl- 
vania the budget they have submitted 
for the biennium beginning June 1, 
1957 was prepared on the basis of 
A.P.A. standards. This, of course, is 
going to mean a great increase, nearly 
double the amount of previous ap- 
propriations. While noting that ap- 
proval is by no means assured, he said 
he was gratified that at least they had 
been permitted to put in a request for 
funds that was prepared on this basis. 
Persons in other states, too, should 
find it helpful that one state, at least, 
has submitted such a budget. He con- 
ceded that if they did get the funds 
requested it would place quite a bur- 
den on superintendents to find the 
personnel to carry out their plans. 


Gross Budgets Misleading 


Gross budget figures present an- 
other problem in public education, 
administrators said. They are so far 
removed from the difficult and tedious 
planning of the parts that make up 
the whole that the public reaction 
may simply be: There must be some 





cheaper way to do this. Dr. Rapaport 
mentioned this problem, saying, 
“When you talk about millions of dol- 
lars, and New York talks about one 
hundred million dollars and we in 
California talk about eighty million 
dollars in a year, if you just throw that 
at the public, it sounds like a lot of 
money.” And yet, he said, if anyone 
tried to sit down and figure out how 
to do it cheaper, he would come up 
with the same figure. 


Educating the public is essentially 
the administrative process of budget 
justification, with emphasis on put- 
ting the explanation into non-profes- 
sional terms. Budgets may be rejected 
because of a failure in communica- 
tions, because we talk in a language 
that is not understood. As the budget 
goes up the line, the actual treatment 
needs of the patient on the ward get 
translated into figures. It is very easy 
for a budget director to think and talk 
only in terms of figures. Using clear- 
cut examples of what these figures 
mean gives you an incomparable 
method for pleading your case. 


Dr. Simpson of Kansas described 
how one superintendent built up an 
arsenal of information backing up his 
budget request. He first called upon 
everyone in the hospital to participate 
in making up the estimates of need. 
Ward aides and janitors, nurses and 
doctors submitted their estimates. 
This had the effect of making every 
single person in the hospital very 
budget conscious throughout the 
year. As they saw examples of why 
they needed certain things during the 
year, they reported them. “For in- 
stance,” he said, “supposing that on 
a ward on a Sunday morning 10 pa- 
tients can’t get to church because there 
aren’t enough aides to take them. 
Well, when the resident hears this, 
he writes a memorandum which is 
forwarded through channels to the 
superintendent.” Everybody knows 
that nothing can happen about this 
right away. But the memorandum 
is filed away in a folder for this par- 
ticular section that is a reference file 
for the next budget. Dr. Simpson said 
it is easy for someone not concerned 
with the internal operations of a hos- 
pital to say, “Look at this section. You 
have 50 aides. How come you can’t 
get along?” Sometimes you become 
inarticulate under these circum- 
stances. A specific example shows 





what happens in the hospital and puts 
life into your figures. 

Dr. Jones of Virginia said even 
though legislatures do not appropri. 
ate as much as you ask for, the presen. 
tation of the budget has an educa. 
tional effect. You are telling the peo 
ple what you want to do, what you can 
do if they give you the tools to work 
with. You have to reiterate these facts 
constantly, he said. And, further, this 
is an important backstop when things 
go wrong because of lack of funds. 


Educating the Policy-Makers 


Speaking of education, several par 
ticipants said candidly the persons to 
educate are the Budget Director and 
Governor. Others cited the entire pat- 
tern of budget processing as a means 
of furthering the education of policy- 
making people. Dr. Beckenstein said 
that in New York State representatives 
of the various departments and of the 
Budget Director’s office come to the 
hospital and assist in preparing its 
request. The hospital’s budget is 
heard in department conferences in 
Albany, with every institution getting 
its day for presentation. The depart 
ment budget is presented to the Bud- 
get Director, the Governor, and the 
Legislature. 

In the state of Washington, Dr. 
Barber said they arrange for visits by 
interim committees of the State legis- 
lature, letting them see what is hap- 
pening in the hospital and _ talking 
over problems with them. 

Dr. Santangelo of Mississippi, dis- 
couraged with the results of a budget 
presentation before a group of 30 
legislators—three of whom had visited 


the hospital—recommended reaching | 


civic organizations. He felt their in- 
fluence on legislators could be more 
important than the direct budget 
presentation. 

In Connecticut, where Dr. Blasko 
said they have “a grass roots budget 
and not one prepared at top level and 
handed down,” the budget hearings 
have a public education pay-off. In 
the first place, executive budget hear- 
ings are conducted. The Governor, 
Commissioner of Finance, State Bud- 
get Director, and the press come to 
these. They are open hearings. He 
recommended there be no closed hear- 
ings on the institutions’ requests for 
budgets. After this preliminary execu- 
tive hearing, three of the largest com- 
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mittecs of the General Assembly visit 


each institution: The Committees on 


Appropriations, Finance, and Public | 


Welfare and Humane Institutions. 
This means that more than 90 mem- 
bers of the General Assembly visit 


each institution and hold budget hear- | 


ings there. 
Interstate Variations 


Another problem aired was hospi- 
tal-to-hospital variation in a state sys- 
tem in budgets and procedures. From 
the Commissioner’s viewpoint, the 
problem can be stated in terms of one 
superintendent saying he cannot live 
without something, while another su- 
perintendent says it issomething which 
is of absolutely no value. Protests 
against enforced uniformity among 
hospitals centered on the argument 
that it results in a compromise at the 
lowest level. Dr. Hill of Oregon put it 
this way: “I know we must be at the 
same level with patient care whether 
it is in the east, west, north, or south. 
I do think, however, we know that 
each time we try to get a little more 
maybe there will be one program out 
of several you will be able to advance. 
I think individual institutions should 
have a little choice in this. They 
should be able to select rather than 
strive for this terrific uniformity, a 
uniform mediocrity!” 

Dr. Rapaport said uniformity 
should be in level of service. This 
should not mean special projects of 
hospitals would be eliminated. Dr. 
Blasko saw it this way: “Our function 


as professional people who are spe- 


cialists in treatment is to give more 
help to the hospitals that need the 
most help and at the same time en- 
courage the hospital that is the best 
to be the best.” 

The long-term aspect of budget 
planning was mentioned, particularly 
in terms of construction. Dr. Duval, 
Washington, D. C., said St. Elizabeths 
Hospital has set up a 25-year, long- 
range program, and a more specific, 
well-formulated five-year plan. In addi- 


tion to new structures, this deals with | 
general hospital engineering and | 


maintenance, such as installation of 
elevators and building repair. Mr. 
Applegate, California, said they have 


a five-year plan for construction. As | 
one year of the five-year plan is com- 


pleted, the next year in the future is 
added and planned for. 


TV modernizes training 


How Nebraska Psychiatric Institute 
uses closed-circuit TV by GPL 





Camera observes treatment through one- Three screens are monitored to select spe- 


way window of treatment room without dis- 
turbing doctor or patient. GPL camera’s high 
sensitivity eliminates need for special lighting. 


Large screen viewing is made possible by 
unique GPL projection system. Clear, larger- 
than-life showings of actual treatments are 
now observed by large classes instead of 


For further information on GPL 


cific treatments for showing to students. Sim- 
plicity of design enables any staff member 
to operate equipment. 





small groups. The bright picture gives front- 
row seats to each of the over 200 psychia- 
trists and students the Institute’s modern 
auditorium can accommodate. 
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or name of local GPL representative, write 
General Precision Laboratory Incorporated, 61 Bedford Road, 


Pleasantville, New York 


*GPL’s industrial-institutional TV system 
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Nursing Care on the Ward Level 


There is need to define more clearly the various roles of nursing personnel in 
relation to patients, to nursing staff, to other staff members and to administration. 


Discussion Leader: GARLAND K. LEWIS, R.N., 


PRESEN TATION: 

Today, the concept of the functions 
of the psychiatric nurse is changing 
radically. We are lost in a maze 
of terms in attempting to identify 
these functions, and we cannot clearly 
define what nursing personnel ac- 
tually do. Personally I hope that we 
will not settle on too definite a struc- 
ture just yet. We do know that we 
want the nurse or the aide to care for 
the patient and we know that this 
simple statement entails a very com- 
plex demand. To some, care means 
solely providing safety and comfort. 
To others it means a great deal more. 


I would like to add that in this 
presentation I intend to use the words 
“nurse” and “aide” interchangeably 
in regard to their relationships with 
the patients. The aide can learn how 
to develop effective interpersonal re- 
lationships equally as well as the 
nurse. The aide’s role is particularly 
important as he is frequently the 
person who spends the longest period 
of time with the patient. He must 
be afforded status in patient care and 
be recognized as a contributing mem- 
ber in the general treatment program. 

Nursing service is concerned that a 
patient has adequate care, is not mis- 
treated, and that the ward is con- 
genial, functioning at its maximum 
capacity and cooperating with other 
departments. Nursing educators speak 
of meeting the patient’s emotional 
needs, planning his total care, being 


resourceful and above all, improving 
the nurse’s interpersonal relationships 
with the patient. 

Some psychiatrists are afraid that 
we are “doing psychotherapy”; others 
insist that our relationship to the pa- 
tient is an important adjunct to psy- 
chotherapy. Psychiatric nurses have 
considered themselves as specialists, 
and have endowed themselves with 
insights and capabilities not possessed 
by other groups of nurses. Today, 
however, we are beginning to say that 
nurses in general hospitals are faced 
with similar problems; we include a 
basic afhliation in psychiatry for all 
student nurses, not only to interest 
more nurses in psychiatry, but be- 
cause they all need this experience 
to carry out their work in general 
hospitals, public health agencies and 
the community. Even psychiatry it- 
self is beginning to lose the old con- 
notation of “specialty.” Our culture 
no longer accepts without question 
the belief that the mental patient is 
a different kind of human being and 
that psychiatry deals with a special 
kind of behavior not found else- 
where. 

So the functions of the psychiatric 
nurse are changing and we expect 
even greater skills than before. But 
while we have set up educational 
programs with psychiatric nursing on 
the Master’s level, we have not agreed 
as to the type of curriculum and the 
type of people these programs should 
include. 
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Washington 


Various factors make it difficult to 
define the roles of the psychiatric 
nurse and aide. In our mental hos. 
pitals there seem to be two types of 
setting, distinguished by the _phi- 
losophy of patient care. Each _phi- 
losophy calls for a varied use of per- 
sonnel in treatment. But if in one 
setting, treatment is designed to sup- 
press the patient’s symptoms, as in 
the use of drugs, ECT and insulin, 
the function of nursing personnel will 
not be the same as if the aim of treat- 
ment is to assist the patient to under- 
stand and express his reactions and 
symptoms. In the latter setting, 
the nursing personnel must deal more 
directly with the symptoms and for a 
longer period of time. 

A few people recognize it is crit- 
ically important that the physician, 
the nurse and the aide share a com- 
mon philosophy about treatment and 
also about the function of nursing per- 
sonnel with the patient. The tra- 
ditional role of the nurse has been to 
assist the physician, but today we 
tend to think of her more as a par- 
ticipant working with him in plan- 
ning and contributing to treatment 
and working with allied professional 
groups. 

Even so, a psychiatric nurse should 
not usurp the physician’s role by giv- 
ing the patient a dynamic interpre 
tation of his behavior. What she can 
do is capitalize upon the positive ele- 
ments of everyday living with the 
patients. She must develop the abil- 
ity to examine her own and the pa- 
tient’s behavior; to do so requires 
preparation, an understanding of the 
psychiatric elements and a real knowl 
edge about the way human beings 
react to one another, something about 
their fears, the causes of their in 
security and how these may be alle- 
viated. The nurse and the aide can 
also report changes in the behavior 
or symptoms of the patients, but they 
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must «inderstand what the psychia- 
trist wishes them to observe and how 
these observations are to be reported 
—verbully or in writing, comprehen- 
sively or briefly. This outline may 
serve io give us an idea as to the 
limit and extent of the function of 
nursing personnel. 

We must realize however, that re- 
gardless of what we teach nurses or 
aides about their function with the pa- 
tient one thing is certain—a relation- 
ship will develop between ward staff 
and patients. What kind of relation- 
ship will depend on what nursing staff 
is taught and where physicians place 
this relationship in the total picture. 
For instance, is the nurse to be an 
authoritative figure, who maintains 
cleanliness, delivers medication and 
is in charge of personnel? Or is she 
the person who gives security to the 
patient unsure of his performance, 
assists him to express anger verbally 
rather than violently, or who relieves 
loneliness by teaching him new ways 
of relating to others? 

The nursing personnel have one 
other function—that of developing 
dear communication among per- 
sonnel. Communication is a_ tool 
whereby we understand one another. 
How effectively we use it influences 


patient care. Misunderstandings be- 
tween personnel arise because mean- 
ings are unclear, and intense feelings 
may develop for lack of communica- 
tion with or about a patient. Such dis- 
turbances are. indirectly communi- 
cated and adversely influence staff in- 
teraction with patients. To give effec- 
tive patient care, we must teach 
nurses and aides how to communi- 
cate with one another. By so doing, 
we will also increase their ability to 
communicate with patients. 
DISCUSSION: 

There was considerable sentiment 
that psychiatrists themselves had not 
told the nurses just what kind of nurs- 
ing—what kind of treatment—they 
wish them to give. The nurses are try- 
ing to define their own role, but they 
cannot do it alone. 

Mr. Gorton said that certainly there 
have been many changes in nursing 
education. Whereas in the past, part 
of the education of the nurse was not 
to ask questions but to do as she was 
told, since about 1950 psychiatric nurs- 
ing has been included in all nursing 
education and is a different kind of 
nursing. The use of the nurse in large 
mental hospitals is changing too. She 
is becoming a specialist, almost com- 





parable to social workers and psychol- 
ogists. So when she comes into a 
mental hospital for her psychiatric 
nursing education the doctors must 
begin to teach her the basic skills of 
psychiatry. And these must be inte- 
grated into all nursing; the general 
hospitals, too, must accept the need 
for the nurse to understand something 
of the dynamics of illness and of be- 
havior. Until they do, we cannot im- 
prove our own psychiatric training, 
decide where the nurse fits into the 
therapeutic process and how she gets 
absorbed into it. 


Dr. Simon drew his sword to slay 
another “semantic dragon’’—this time 
the dragon of “meaningful relation- 
ship.” Every relationship, he declared, 
is meaningful. Just because the pa- 
tient is getting shock treatment does 
not mean that he should get no psy- 
chotherapy. Shock is not suppressing 
his symptoms—but the barriers are in 
some way being manipulated and 
changed so that we can reach him. 
Meanwhile he is anxious and appre- 
hensive, afraid of the unknown. The 
nurse can make this a highly thera- 
peutic situation. 


Variations of Nursing Functions 


Dr. Rudolph said that there are 
several kinds of psychiatric nurses— 
the traditional nurse who “does as 
she is told,” the nurse who is inter- 
ested in overall treatment, and the 
nurse who wishes to take part in group 
therapy and so on. Which kind of 
nurse you develop will depend on the 
philosophy of the hospital, and this 
may vary from ward to ward. Are the 
nurses part of a diagnostic team where 
the psychiatrist just wants to do a 
work-up on the patient, or are they 
to give each patient special thera- 
peutic handling? 

Miss Powell thought that one of the 
functions of the psychiatric nurse 
should be to scrutinize group action, 
rather than confine herself to a one- 
to-one relationship with individual 
patients. The nurse should gain sen- 
sitivity to the culture of her ward, and 
be responsive to what individual pa- 
tients are experiencing as a result of 
that culture. For instance, what does 
it mean to a child to be the only 
child in an adult ward? What does 
his presence mean to the adults? If 
she can learn to look at and report on 
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these things, she can be the eyes and 
ears of the physician, since she spends 
so much more time on the ward than 
he. 

Dr. Stanton agreed, but said that 
the nurse, while she is always working 
with a group, is not trained to do this 
at all. She does it explicitly or implic- 
itly and does it more or less skillfully. 
She should be helped to understand 
that there are devices whereby the 
ward as a unit can be manipulated to 
everybody’s benefit. Today, he 
thought, we are still training nurses 
to fit a role which went out of ex- 
istence many years ago. We do not 
train them to talk, to listen or to run 
groups and this should be done before 
their graduation. 


Conflict Between Training and 
Practice 


Miss Herzig drew attention to the 
conflict between what the psychiatric 
nurse is actually being taught and 
what is still expected of her, especially 
in some of the large state hospitals. 
The nurse has been trained to partici- 
pate as an active member of the team, 
yet in some hospitals, partly because 
of lack of personnel and partly be- 
cause of tradition, she is not given the 
opportunity to use the skills which she 
has acquired. So she gets frustrated; 
she gets no job satisfaction and she 
leaves. Miss Muller suggested that part 
of the graduate work in nursing train- 
ing might well include something 
about recreation and student pro- 
grams. Such training is needed to 
establish cooperation with other dis- 
ciplines which are centered on the 
patient. It is true, she thought, that 
much of the graduate training al- 
ready given is neither appreciated nor 
utilized in many hospitals. 

In response to a comment about 
nurses spending too much time on ad- 
ministrative work, Dr. Jones (chair- 
man of the A.P.A. Committee on 
Nursing) suggested that nurses some- 
times escape interpersonal relation- 
ships with their patients by occupying 
themselves with administrative chores. 
Referring back to Miss Muller’s com- 
ments on education, he said he 
thought it would be well to train 
nurses right in the hospitals and on 
the wards, rather than exposing them 
to a purely academic and didactic 
course as in the universities. 

Miss Craven said that nearly all 
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graduate programs in psychiatric nurs- 
ing do include practical clinical ex- 
perience. But the graduate from a 
basic school, while trained for staff 
nursing, is not really ready to accept 
the responsibility of supervising a psy- 
chiatric ward or group of wards, which 
is what she is generally assigned to do. 
A longer orientation program would 
be excellent, whereby the nurse in 
basic training would actually function 
as a staff nurse, taking care of psy- 
chiatric patients. The student nurse 
needs to get accustomed to the psy- 
chiatric ward, to overcome some of 
her initial prejudices and fears, to 
work with other personnel having to 
do with the patient. Finally she should 
start having selected experiences with 
patients, to learn something of her 
own interactions with them and how 
to communicate what she feels, hears 
and sees to the rest of the ward group, 
so that they can help her understand 
her feelings and interpret to her some 
of the reactions of the patients. After 
such training she would be better able 
to carry the responsibility we assign 
her. 


Nurses Sometimes Discourage 
Relationships 


Dr. MacDonald thought that the 
nurses themselves provide the strong- 
est opposition to the encouragement 
of junior nurses to enter into mean- 
ingful therapeutic relationships with 
patients. They keep warning the new- 
comers “not to get too closely in- 
volved with the patients.” New 
nurses need help in talking with pa- 
tients; the medical staff should coun- 
sel the older nurses so that they can 
give the newcomer some support in 
this new approach—the therapeutic 
communication. Until physicians pro- 
vide meaningful help to the nurses, 
they must expect them to continue 
with the stereotyped role of carrying 
out meaningless rituals—handing out 
pills and taking the temperatures of 
patients who are physically well. 

He referred to some earlier discus- 
sion about nurses’ notes, and said that 
it was not so much a matter of the 
nurse’s learning to chart meticulously 
as of learning to understand the mean- 
ing of the behavior she records. He 
gave as an example a patient who was 
reported to be stealing clothing. A 
very superficial discussion revealed 
that the patient had only one dress to 


wear. Once she was provided with suf. 
ficient clothing the stealing ceased. If 
the nurse can learn that the purpose 
of her attention to the patient is to 
observe the dynamics of his behavior, 
she can begin to fulfill her role. 

He added that the nurse, who is on 
the ward with the patients for eight 
hours a day, might be reluctant to en- 
ter into a therapeutic relationship just 
because she could not escape the pa- 
tients during her duty hours. The phy- 
sician can escape to administrative du- 
ties, go to conventions and do all sorts 
of things to avoid spending all his 
time with patients. 

Miss Lewis agreed that the ward 
nurse certainly does need support, for 
instance in the matter of helping the 
patient to verbalize his anger instead 
of resorting to physical violence. Who 
is to give this support—the physician, 
the supervisor, the nurse instructor? 

Miss Morgan spoke of a nurse who 
came to a doctor and said that a pa- 
tient had just hit her and said bad 
things to her. The doctor said “Fine, 
I’m glad that the patient can now de- 
scribe his hostility,” walked off and 
left the nurse standing. If a nurse has 
many such experiences, she will refuse 
to take it anv more! There is much 
complaining that nurses refuse to stay 
on their jobs. Physicians leave state 
service for lucrative private practice. 
Nurses leave because they are frus- 
trated. 


Is Note-Writing Vital? 


There was some discussion about 
nurses making communication with 
patients easier by coming onto the 
wards without uniform, since the uni- 
form represents authority. To the 
nurse the uniform may mean protec: 
tion. And which patients need her to 
wear the uniform of authority? 

Dr. Simon said he thought the pa- 
tients want recognizable nurses. A 
child knows its grown-up mother, and 
to the patient, the nurse’s uniform at 
least makes her look grown-up and re- 
sponsible. Even if a patient has had 
difficulty with authority, a meaningful 
relationship may well be developed 
with the uniformed nurse. 

The writing of nurses’ notes is one 
of the time-consuming administrative 
tasks which take time from nurse-pa- 
tient association. Yet this is an impor- 
tant part of her assistance to the psy- 
chiatrist. Miss Powell said that nurses 











tend t: 
in ver 
tion 
wants 
recor« 
stance, 
little « 
at tha 
should 
conter 
should 
group. 
the pa 
trated 
the nt 
ter of 
docto1 
ports 
The 
ing nc 
causes 
as mu 
haps t 
over f 
is not 
gree ¢ 
mentd 
the st 
in the 
ter tr 
actior 
Dr. 
long t 
the c 
not o 
if am 
type « 
struct 
find t 


her h 
the b 
he re 
techn 
The | 
detail 
paint 
and | 
react 
tiona 
satiol 
sonne 
terpr 
cially 











tend to be more skilled in written than 
in verbal communication. The ques- 
tion «rose about what the doctor 
wants and can use from the nurses’ 
recoris. With the acute group, for in- 
stance. the nurse can often pick up the 
little cues which nobody else sees, and 
at that stage her reporting probably 
should deal more with the psychotic 
content of the patient’s behavior than 
should her reporting on the chronic 
group. After, say, six months, when 
the patient is not so intensely concen- 
trated upon his own inner conflicts, 
the nurse can come closer to the cen- 
ter of his treatment; at this stage the 
doctor might be more interested in re- 
ports on the patient’s social behavior. 

The time involved in reading nurs- 
ing notes, said Dr. Stanton, sometimes 
causes the psychiatrist not to benefit 
as much as he could from them; per- 
haps these individual notes are a carry- 
over from the general hospital, and it 
is not possible to attain so high a de- 
gree of individual treatment in most 
mental hospitals. This comes back to 
the statement that perhaps the nurse 
in the mental hospital should be bet- 
ter trained in observing group inter- 
action. 

Dr. Gaver has been conscious for a 
long time that nurses’ notes written in 
the conventional medical style were 
not of much practical value. He asked 
if anyone had ideas about how the 
type of notes written could be recon- 
structed so that the physicians would 
find them more useful. 

Dr. Wick’s hospital has devised a 
new form, whereby all the treatment 
notes are put on a separate sheet, and 
the nurse produces a kind of progress 
note for the physician. 


All Nursing is “Psychiatric” 


Mrs. Scholder said the doctors in 
her hospital are more concerned with 
the behavior of the patient and how 
he relates to others than in actual 
technical nursing procedure reports. 
The nursing notes are, however, quite 
detailed, because the nurses try to 
paint a 24-hour picture of the patient, 
and include detailed notes about his 
reactions in occupational and recrea- 
tional therapy; much patient conver- 
sation is recorded verbatim and per- 
sonnel try not to impart their own in- 
terpretations. Many physicians, espe- 
cially residents, are surprised to find 





One phase of nursing—writing notes for the psychiatrist—takes time from 
the patient, but is an important part of the nurse's assistance to the physician. 


that the patient shows entirely differ- 
ent behavior on the ward than he does 
in his therapeutic hour with the psy- 
chiatrist! 

Dr. Duval, saying that this discus- 
sion was somewhat idealistic, made 
the point that even hospitals with 
“enough” nurses find they have a 
shortage! This is because the level of 
treatment, including general medical 
and surgical treatment, is raised, so 
that the nurses continually tell you 
they have no time for psychiatric ther- 
apy and meaningful relationships be- 
cause they are busy doing medical, 
surgical, geriatric and drug therapy. 

Miss Herzig, however, was disturbed 
because she found it impossible to 
separate medical or surgical nursing 
from psychiatric nursing. The physic- 
ally ill patient is still a psychiatric pa- 
tient and the nurses caring for his 
physical needs necessarily do psychiat- 
ric nursing all the time. If the nurse 
is using herself professionally, giving 
out pills is psychotherapy, giving an 
enema is psychotherapy. 

Mrs. Fox felt that nurses make a 
definite choice, finding the situation 
in which they are happiest—a one-to- 
one type of nursing, a group orienta- 
tion, or whatever else the philosophy 
of treatment may call for. But the im- 
portant thing is to discover what nurs- 
ing means to the patients. Nurses 
know fairly well what has to be done, 


she thought; it has to be limited, and 
they must choose the type of program 
in which they can contribute most. If 
the nurses you have don’t want to 
work in the type of program you have 
set up, they will go somewhere else. In 
passing, she mentioned that the li- 
censed practical nurse has a great deal 
to contribute if she too could be 
brought into the picture. 

Miss Lewis summarized by saying 
that most of the group, including the 
doctors, felt that psychiatric nursing 
is still in the growing period. Much 
progress has been made, and she 
thought that the World Health Or- 
ganization report is a valuable one. It 
states that the central core of the 
nurse’s function is working directly 
with the patient. 

Before much can be done about im- 
proving nursing notes, the primary 
function is to learn what should be 
observed and why, how valuable it is 
and how it is going to be used. The 
making of notes is a part of observa- 
tion and observation is a part of psy- 
chiatric nursing. She felt that everyone 
should ask himself “What is the first 
thing we need of the person—not the 
nurse, the person—who is going to 
spend most of her time with the pa- 
tient?” Perhaps in that way we could 
think more clearly and independently 
of existing educational programs and 
ward practices. 
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Group Session: 


RESEARCH AS PART OF EVERY HOSPITAL PROGRAM 


What is the best organizational and administrative structure to make a research 
program rewarding both to researchers and to clinicians? Is central or local con- 
trol desirable? What is the role of the Director of Research and/or Education? 
What is the role of the superintendent in the research program? 


Discussion Leader: JOHN E. DAVIS, M.D., Penna. 


PRESENTATION: 


No hospital or clinic is too remote 
to make an important research contri- 
bution if it has personnel who are 
trained in research and have time for 
scientific investigation. 

There is, however, a trend toward 
the organization of research institutes 
and across-the-state programs which 
make for economy and efficiency. 

Now every hospital is different: 
there is the poorly staffed, overcrowded 
hospital with everyone overworked; 
there are, on the other hand, private 
hospitals and institutes with more per- 
sonnel and close affiliations with train- 
ing centers and universities. So per- 
haps we should consider the median 
—the state hospital with a training 
program, and plenty of young people 
who are asking questions and whose 
creative ability should be utilized. 

If the hospital has no director of 
training and research, the clinical di- 
rector will head up the local research 
program. To make the program of any 
value he must have close coordination 
with all the hospital activities, and a 
thorough knowledge of other research 
projects in the clinical field. 

Our training programs need some 
revision if we are to develop research 
people. The orthodox clinical training 
does not introduce the residents to re- 
search techniques and methodology. 
We should pay more attention to this, 


so that young physicians, with help 
from the allied disciplines of psychol- 
ogy, sociology and others from nearby 
research centers will learn to structure 
research so that it will become mean- 
ingful. 

Time is an important factor too. 
The pressures of service make it diffi- 
cult to permit time for personnel to 
devote to research. Everyone who has 
taken part in a research program 
knows how much time and devotion 
are needed to consummate it. 


Adequate Physical Facilities 
are Important 


Space and equipment are important, 
although as one of my Research Com- 
mittee members said, “Most Nobel 
prizes were won in overcrowded lab- 
oratories.”” Usually additional space 
required is for offices and conference 
rooms as well as laboratories. Even in 
our brand new hospital, with fine, 
shining stainless steel laboratories, our 
basic and clinical research groups feel 
that they haven’t enough space! 

To encourage research and enhance 
the creative ability of a man with an 
idea, we must protect him as much as 
possible from administrative red tape. 
In order to provide materials and sup- 
plies quickly, our procurement prac- 
tices should be as flexible as is consist- 
ent with the needed amount of fiscal 
control. 

All hospitals must develop commun- 
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ications with other hospitals with ref- 
erence to their ongoing programs. 
Hopefully some day we may have a 
central clearing house for informa- 
tion about current research projects, 
so that everyone can save time and 
avoid duplication of effort. 

Communication within the hospi- 
tal itself is equally important. Coordi- 
nation of care with training and re- 
search is one of the duties of the di- 
rector of research and education or of 
the clinical director, if he is in charge. 
The staff members are immensely 
stimulated if they know what is going 
on in the hospital in the way of re- 
search and what contribution they 
can make to it. 

We should consider the advantages 
of central or local control. Central con- 
trol of research can greatly stimulate 
and enrich all programs, and much 
support can be gained. 

Then we should consider how the 
individual superintendent who does 
not have any existing research struc- 
ture may obtain financial support 
from his legislature. Often our de- 
mands for money for services are so 
great that legislators do not favor ap- 
propriating additional funds for re- 
search. The Council of State Govern- 
ments stated a year or so ago that the 
average state earmarked from one to 
two per cent of its budget for research 
and education. Most of us feel that 
this percentage should certainly be 
from five to six per cent. 


DISCUSSION: 


The difficulties of coordinating re- 
search programs to avoid overlapping 
and duplication and yet to achieve the 
necessary cross-fertilization concerned 
a number of speakers. Mr. Mace won- 
dered, for instance, how clinical and 
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biochemical research could be coordi- 
nated. He thought we should make 
greater efforts to set up some type of 
“area clearing house of research” so 
that a hospital research department 
could know what the man next door 
was doing. 

Dr. Morton described the VA 'sys- 
tem, which is controlled from the cen- 
tral office. A Dean’s Committee coordi- 
nates the work. All patterns of re- 
search are cleared with the National 
Research Council. On the hospital 
level, the ancillary disciplines are also 
contributing to research patterns, and 
these are carefully fitted into the gen- 
eral research program going on in the 
hospital. 

Dr. Holt, saying that his hospital 
was fairly average, although fully ap- 
proved, told the group that he had 
persuaded the legislature to establish 
the position of Director of Psychiatric 
Education and Research, at the finan- 
cial level of clinical director, provided 
he could find the money. This he was 
able to do. The Spaulding Trust gave 
him $70,000, simply to set up and staff 
a biochemical laboratory, with no es- 
tablished projects, over a five-year trial 
period. 

Dr. Holt organized a hospital re- 
search council, on which were repre- 
sented the nursing department, the 
psychology department, the occupa- 
tional therapy department—in fact all 
the disciplines who would be involved 
in any research which gets under way. 
For half a day each month this group 
reviews what is going to be investi- 
gated in the hospital, so that the staff- 
ing pattern can be anticipated. 


A psychologist hired from the uni- 
versity, who is an expert in research, 
worked with these people to inculcate 
the “research attitude.” Dr. Holt feels 
that his personnel, while eager to help 
in investigations and alert in making 
suggestions, keep in mind that their 
primary obligation is service, and that 
the tail must never wag the dog. 

Asked about his “‘selling technique”, 
Dr. Holt said that he started off by 
convincing everyone in the hospital 
that research in essence is nothing 
more than maintaining a critical atti- 
tude, to evaluate the results of what 
you do. This applies to the proper 
maintenance of wooden floors just as 
vitally as to the follow-up of lobotomy 
operations. This led his staff people to 








come in with plenty of ideas, because 
once people know that you are willing 
to listen to them, they will have plenty 
of things to suggest. 

Some of the work already underway 
in the hospital includes the usual drug 
evaluations, one or two sociology in- 
vestigations, some inquiries in the psy- 
chology department and some involv- 
ing the occupational therapy people. 
Several papers have already been pub- 
lished. Biochemical investigations will 
start very shortly. 





Dr. Bowman, commenting upon the 
difficulty of obtaining a biochemist, 
said that he hit upon the idea of 
sending circular letters to biochemical 
departments of universities. He had 
twelve positive replies and has now 
hired a man with five years of success- 
ful research behind him. 


Observational Studies Cited 


Dr. Bartman wished to emphasize 
that sufficient laboratory facilities 
are a crucial factor in carrying out 
research. But many problems, he 
thinks, can be answered simply on the 
basis of acute thought and observa- 
tion of what goes on in already exist- 
ing facilities. He cited as examples 
the Stanton-Schwartz work and the 
observations his own hospital has 
made on psychosexual development in 
mongoloid children. Even in_insti- 
tutions without expensive research fa- 
cilities, there is a still considerable 
amount of work which can be done. 
It is relatively easy to design an ex- 
periment or set up observations that 
can be carried out in a limited space 


with clearly defined goals. The com- 
modity he thought most lacking is the 
time to think this kind of project 
through. 


Dr. Fechner thought it was more 
important to get into the biochemical 
area, and for this purpose well- 
equipped laboratories are essential. 
He felt psychiatry had been very lax 
in this direction. In his hospital, near- 
ly half of which is occupied with medi- 
cal-surgical and tuberculosis beds, they 
find that their research cuts across 
various lines. They have general medi- 
cine, neurology, pathology, physiology 
and tuberculosis laboratories, in addi- 
tion to being affiliated with a very 
research-centered medical school. Yet 
he finds that psychiatric research lags 
as compared with other research. 

Dr. Rudolph said that he found the 
ancillary services—and particularly the 
psychologists—do most of the research, 
because of their training. 

Mr. Gorton spoke of using the 
nurses as a research source. Many do 
research projects to get their degree, 
and he thought it important for us to 
think of each clinical ward or area as 
a research unit. In this way, the ward 
could be considered a laboratory and 
much investigation could be done in 
relation to the nurse, the technician 
and other ward personnel. For in- 
stance, we could ask “What is the 
nurse’s actual role as it is set up today? 
What should it be? Can she have re- 
sponsibility for so many patients and 
still do a good job? How does she feel 
about being with patients eight hours? 
Is this too long? Where does a certain 
type of nurse work best? What kind of 
nurses get along best with what kind 
of patients?” This whole area of com- 
munication and utilization offers a 
vast field for investigation. 


Dr. Davis noted that according to a 
review of 621 projects by the Council 
of State Governments, one-third of 
these were being conducted by psy- 
chiatrists, one-third by psychologists 
and the rest by ancillary disciplines. 
So there is today an across-the-board 
feeling of interest and cohesion. 


Dr. Ward, a chaplain, reported on 
the amount of research he was ac- 
complishing without benefit of a re- 
search laboratory. He suggested that 
much of the work which can be done 
is related to the structure and function 
of the different departments and the 
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type of investigation they wish to do. 
He is engaged in a clinical pastoral 
training program with theological stu- 
dents, and he tries to answer such 
questions as what you should teach a 
young theological student a) for work 
in the parish and b) for work as a 
chaplain in an institution. Here, he 
thinks, may be an instance of how the 
work in one discipline has implica- 
tions for others. Everyone engaged in 
a training program is confronted with 
the problem of communicating his sig- 
nificant findings precisely and in terms 
of general principles which might well 
be applied in other areas. 


Nurses Ask Research Aid 


Miss Muller said that up till now 
the nurse has been the supporting 
member of the research team, but now 
she finds herself in need of support 
on a research design which consists of 
finding her own place in relation to 
the medical staff, the other hospital 
staff and the patients. Many such 
studies have already been done by 
nurses in the field of psychiatry. Re- 
ferring to religious research, she added 
that moral problems in the field of psy- 
chiatry are sometimes very threatening 
to young students. One such student 
formulated her problem, and brought 
in as a consultant the chaplain at her 
hospital. She has now completed a 
study, but more important to her is 
that she has been able to clarify her 
own feelings in regard to this and 
similar problems. 

Dr. Wittson spoke of the state-wide 
integrated research program set up in 
Nebraska, saying that one of the first 
elements of such a program is an ade- 
quate administrative pattern. Nebras- 
ka has a legislative bill which requires 
the University of Nebraska College 
of Medicine and the state institutions 
to join hands so that they all work to- 
gether. The Psychiatric Institute at 
Omaha is a joint facility of the insti- 
tutions and the university. 

Under this integrated plan, the state 
has available every type of specialized 
personnel needed in comprehensive 
psychiatric research. The associate di- 
rector of the Institute is the Director 
of Research. Research units have been 
established in the state hospitals. 
These units have the necessary tech- 
nicians, research nurses and so on, so 
that nobody is taken away from serv- 
ice. 
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Regarding equipment, some is too 
expensive to duplicate; the ultra-cen- 
trifuge, for instance, is available for 
all the institutions as required. Some 
equipment is not excessively expen- 
sive, but is not needed in each hospi- 
tal, because one man may want it for 
two or three months and then it will 
sit idle, gathering dust for a year or 
more. So the Psychiatric Institute pur- 
chases equipment and places it where 
needed. It comes back for storage and 
is sent out when required. Certain 
technical assistants also pool their 
services and go where needed. Dr. 
Wittson added that grant funds are 
excellent and there are usually enough 
of them. But for a sound state pro- 
gram, state funds especially earmarked 
for research are badly needed. 

He went on to say that he did not 
believe that comprehensive research 
could be done solely in a psychiatric 
institute. This is especially true for 
drug evaluations, because in the insti- 
tutes there are only a small number 
of patients—insufficient usually for a 
proper statistical evaluation. 


He believes that state mental hos- 
pitals are better able to concentrate 
primarily on clinical research, whereas 
basic research is better done in the 
universities and psychiatric institutes. 
But it pays to bring the basic research 
men into the hospitals too, because 
you can interest them in clinical re- 
search and in some of your very prac- 
tical problems. In that way, you can 
get a great deal of help on some of the 
everyday problems. 


Dr. Gaver made the suggestions that 
while it is fine to set up “basic” and 
“clinical” research studies, there is 
also something to be said for what in- 
dustry does—that is, set up a “research 
department” in an institution and 
then when you have an operational 
or production problem, simply refer 
it to that group for an investigation 
and an answer. Maybe you wouldn't 
develop any Nobel prize winners, but 
you might well solve some of your 
own problems! 


Dr. Hine agreed that many hospi- 
tals urgently need administrative an- 
swers to many questions. For instance, 
why is there such a large number of 
fractures on such and such a ward? 
The simple answer, turned up by care- 
ful investigation, may be that these 
fractures occur between four and six 


in the mornings, when elderly people 
with bad eyesight get up in the night 
and fall in the dimly lighted ward. Ex. 
tra vigilance will cut down the num. 
ber of fractures. Similar problems turn 
up about absenteeism. Why do per 
sonnel stay away? What are the things 
which upset them? And what about 
the employee who is constantly being 
injured and becoming a compensa. 
tion case? These are clinical problems, 
although administrative in essence. 


Controlling Factors 


Dr. Morton said he would expect 
every hospital to have a different pat- 
tern of research. Some of the primary 
factors which control this pattern are: 
the funds on hand; the funds you can 
get from foundations; the type of pa- 
tients you have in your hospital; the 
type of leadership the superintendent 
is prepared to give; the type of person 
you can recruit to your program, and 
the type of consultants who are avail- 
able locally and nationally to help 
with your program. This source 
should never be overlooked. 

Dr. Rapaport thought it was not 
possible to set up a full research team 
in every hospital. But it is important 
for a state to set up a program that 
will include basic research. It is not 
enough to depend only on clinical re- 
search or on project money. The legis- 
lature must provide some too. The 
hospitals will benefit from the answers 
which come from the research groups. 

He felt that people throughout the 
state hospital system should take part 
in developing a program. One direc- 
tor, who has the responsibility of pro- 
gramming, is mandatory, and then he 
must have the assistance, the inven- 
tiveness, the imagination and the in- 
terest of the people in the field to help 
him develop and carry out the pro- 
gram. But you cannot justify a re 
search program solely on a clinical 
basis. It has to include basic research 
too. 

In summarizing, Dr. Davis said that 
it is well agreed that research should 
be a part of every hospital program, 
and that it is important that it be 
structured. Personnel is a real prob- 
lem, and we know that something 
must be done in the area of training 
to produce more people. We also feel 
that our interest must be reflective as 
well; everyone has a question to ask 
and a contribution to make. 
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basis, and makes them available throughout the world. 
catalog listing and describing more than 350 motion pictures (16-mm., sound and silent) and 85 
tape recordings is available without charge to institutions and professional persons. Requests should 
be addressed to the Audio-Visual Aids Library, The Pennsylvania State University, University Park, Pa. 


—THE PSYCHOLOGICAL CINEMA REGISTER—locates films and tape recordings in the 
p general areas of psychology and psychiatry, publicizes these films on an international 
a 


New Psychiatric Film Now Available 

A CASE OF MULTIPLE PERSONALITY (PCR 2049K) C. H. Thigpen, M.D., with Dr. Hervey M. Cleckley. 

Filmed record of a striking case of multiple personality in which the viewer is introduced to the behaviors of “Eve 
White,” “Eve Black,” and “Jane,” three distinct and contrasting personalities residing in the same individual, separately 
elicited by direction of the therapist. A reprint of an article from the Journal of Abnormal and Social Psychology avail- 
able at 25¢ with each film rental. 1956. 31 minutes, sound. Sale: Color $245, B & W $125; Rental, Color $9, B & W 
$5. Script available to “reinforce” sound track in portions of interview where not too clear, 25¢. 


Mental Health Education Films for Lay Audiences 


WORKING AND PLAYING TO HEALTH (131-13)—International Film Bureau: Mental Health Materials Center (Mental 
Health Film Board—A. P. Bay, B. Schlotter, and L. deBoer) 

Illustrates employment of recreational, occupational, and industrial therapy in state hospital. Roles of therapists and 
patients enacted on stage by hospital personnel. 1954. 35 min, sound. Rental $4.50. Not available for sale 

THE SEARCH: MENTAL ILLNESS—Parts 1, 2 (131.32—6 and 7)—Young America Films (Columbia Broadcasting System 
—Television) 

Two-part report by members of Psychiatric Department of Tulane University on progress in psychiatry and research 
on human brain. Terminology explained; mental patients examined, tested and treated; explanation of new theory 
that the brain is actually malfunctioning pathologically at the time of mental illness; routine brain wave tests for 
normal and for sick persons; use of sodium amytol and electric shock therapy. 1955. 25 min, each. sound. Rental $4.50 
each. Not available for sale 

HEAD OF THE HOUSE (132-20)—United World Films (U. S. Information Service) 

A social worker, a policeman, and a minister help a young boy and his parents through serious troubles of adolescence. 
1953. 37 min, sound. Rental $6.50. Not available for sale 

THE MENTAL HOSPITAL VOLUNTEER: SOMEONE WHO CARES (132-21)—Indiana University (Indiana Association for 
Mental Health, Lilly Endowment, Incorporated) 

Role and influence in lives of mental patients; scope of problems of mental illness; undesirable conditions; needs of 
mental patients; varied activities of volunteer program; process of orienting and training volunteers. 1955. 23 min, 
sound. Rental $4.00. Not available for sale 

WE, THE MENTALLY ILL (132-22) Smith, Kline and French Laboratories (American Medical Association) 

Brief history of treatment methods in mental hospitals, re-enacted by patients in a mental institution. Subsequent 
scenes contrast current conditions of overcrowded wards in representative institutions with improved conditions and 
modern methods of treatment. 1955. 30 min, sound. Service Charge $1.50. Not available for sale 

EMERGENCE OF PERSONALITY (136.7-45)—Encyclopedia Britannica Films (L. K. Frank) 

A combined forum version of the three films in the Personality Development Series: Baby Meets His Parents, Helping 
the Child to Face the Don’‘ts, and Helping the Child to Accept the Do’s. Explains how the developing personality of the 
child is influenced. 1948. 28 min, sound. Rental $5.00. Not available for sale 

ROOTS OF HAPPINESS (136.7-54)—International Film Bureau 

Needs and desires of small children as they grow to maturity portrayed by Puerto Rican family; importance of father 
in making a happy atmosphere. 1953. 25 min, sound. Rental $4.50. Not available for sale . 

TOWARD EMOTIONAL MATURITY (157-2)—McGraw-Hill 


Eighteen year old girl, faced with a decision deeply involving her feelings for both her parents and a boy, reviews 
earlier episodes that reveal the destructive nature of strong emotions and is then able to make a decision. Correlated 
with Sorenson and Malm. Psychology for Living. 1955. 11 min, sound. Rental $1.75. Not available for sale 


FACING REALITY (150-4)—McGraw-Hill 

Nature of psychological defense mechanisms used to avoid facing life’s realities; examples of rationalisms, negativism, 
fantasy, projection, suppression, and malingering. How high school student uses various tactics in school and home 
to hide feelings of inadequacy and how he finally seeks help. Correlated with Sorenson and Malm. Psychology for 
living. 1954. 12 min, sound. Rental $2.25. Not available for sale 


Available from the 


Psychological Cinema Register, Audio-Visual Aids Library 
The Pennsylvania State University 
University Park, Pennsylvania 








Group Session: 


MEDICAL RECORDS AND RECORD KEEPING 


What are the essentials of adequate medical records and what are the special 
problems posed in keeping adequate psychiatric medical records? 


Discussion Leader: CLEO NELSON, C.R.L., California 


PRESENTATION: 


Mrs. Nelson said that while, by and 
large, clinical records in mental hos- 
pitals are quite adequate for legal 
purposes, it is not usually possible to 
use these records to evaluate psycho- 
therapy and its results, or even to 
determine the degree of mental ill- 
ness of a patient from his record at 
the time of admission and at the time 
of discharge. This is a professional 
problem which the doctors must solve. 

To facilitate availability of factual 
information—how long the patient 
has been ill, how long he was hospi- 
talized before for mental illness, 
whether he has been in this hospital 
before, or has had care at a mental 
hygiene clinic—her hospital had de- 
vised a patient-data sheet which is 
filed on the front of the record. It 
provides such information easily to 
professional and administrative staff 
and saves hundreds of work-hours 
every year because they don’t have to 
search the records and read through 
voluminous narrative reports. 

Medical Record Librarians read 
records all day long and they come 
to seem voluminous and repetitive. 
Repetitions and excerpts from pre- 
vious reports are included without 
regard to chronological continuity and 
it is difficult to select factual and 
important data from these records. 

In response to a question, Mrs. Nel- 
son said that they first did a rough 
draft of the data abstracted and had 
it reviewed by many professional peo- 
ple at the hospital. Still more revi- 
sions are needed to perfect the meth- 


od. But the advantage is that once 
it is abstracted, it need never be done 
again. 


DISCUSSION: 


Dr. Bush said that the A.P.A. Cen- 
tral Inspection Board found that 
methods of keeping medical records 
varied from one extreme to another. 
Making records uses valuable pro- 
fessional time and the medical staff 
is understandably reluctant. How- 
ever, unless information about psycho- 
therapy is included you don’t know 
what treatment the patient has had or 
what has been discovered about his 
illness. In some hospitals, social serv- 
ice and psychology departments have 
worked out a method whereby only 
pertinent information is placed in the 
clinical record, thus making for easier 
reading. Perhaps medical men could 
do something similar. 

Dr. Travis said that psychiatrists 
don’t develop the ability of being 
concise and comprehensive, on a de- 
scriptive level. They insist on in- 
corporating many of their own in- 
terpretations which are valueless ex- 
cept for their own purposes. Mrs. 
Nelson thought lay people were not 
competent to interpret a psychiatric 
record, and thus when abstracts were 
made many misinterpretations could 
be made. Mr. Greco thought it was 
certainly the responsibility of the 
medical profession to digest or con- 
dense some of this voluminous ma- 
terial and put it into the discharge 
summary in such a way that it could 
be coded. But Dr. Bush said his diffi- 
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culty was with progress notes rather 
than discharge notes. Dr. Brown 
added a plea for keeping the volume 
of records within the ability of the 
stenographic staff to transcribe them. 

There was general agreement that 
whereas most of the somatic therapies 
—electroshock, insulin, and general 
medical and surgical procedures—were 
included in the records, psychotherapy 
and ancillary progress notes from 
various departments were either en- 
tirely missing, so brief as to be useless 
or so voluminous and unorganized as 
to be impossible to read. 


Photocopies Favored 


There was much discussion of de- 
tail—what was included in the records, 
how they were recorded, the adminis. 
trative procedures in obtaining the 
material, the relative merits of ma 
chine and hand-punched cards, 
whether records should be duplicated 
by means of carbon copies or whether 
the photocopy machine was more efh- 
cient. The general feeling on the 
latter point was that photocopies 
could be easily and cheaply made, and 
did not add to the already consider 
able bulk of the records. Another dis 
pute concerned whether records 
should be kept in the wards or in 4a 
central office. There was little agree 
ment on such matters, and every hos 
pital seemed to prefer its own existing 
practice. 

Mrs. Nelson raised the question of 
confidential records. These are usually 
only for the use of the doctor himself, 
who refers to them quite a bit. Is 
it justifiable, asked Dr. Travis, to 
withhold these in the event that 
“everything pertaining to the record” 
is subpoenaed? Mr. Greco felt that 
the general record covers all the legal 
requirements, and unless the conf 
dential records are specifically re 
quested, they need not be sent down. 
Nobody else ventured an opinion on 
this. 

Miss Vosburgh said that in her gen- 
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eral hospital with a psychiatric unit 
there was a problem of keeping rec- 
ords confidential because the com- 
munity was so small and the girls 
working in the record room knew so 
many of the patients. So they stamp 
the patient’s records “Psychiatric 
notes on file in the psychiatrist's of- 
fice,” and this has proved satisfactory 
so far. 


Integrated Data Urged 


Mrs. Nelson thought it was a matter 
of motivation to get the medical staff 
to keep their records up to date. Dr. 
Moore said that the only hospitals 
he had ever visited which had good 
records had provided the medical rec- 
ord librarian with a long black snake 
whip to get after the medical staff to 
keep the records up to date! Yet the 
writing of adequate records should be 
an essential part of residency train- 
ing, which too many programs neg- 
lect. He felt that in general we suffer 
not from too much material, despite 
the complaints about bulk, but from 
too little. 

He pleaded for integration of the 
various elements of the patient’s medi- 
cal history—the notes from the physi- 
cians, social service, ancillary thera- 
pists and so on. Each department 
should at some period write a sum- 
mary on each patient. Using different 
colors for each department would 


facilitate the finding of the summary 
required. 

A question was raised about how 
lengthy progress notes should be. Does 
the physician simply say “I had this 
patient in psychotherapy for one hour 
today” or does he attempt to evaluate, 
by describing with what the therapy 
hour was concerned? 

Next, what were these records to 
be used for? If for teaching, then often 
a verbatim account was needed; if for 
subpoena into court, it might be very 
handy not to have certain records im- 
mediately available. 

Finally, for whom are final sum- 
maries prepared—boards of certifica- 
tion? the family physician? for an- 
other hospital on transfer or for 
whom? Dr. Moore added that he had 
often seen a twelve-page summary of 
a two-year hospitalization without a 
mental status indicated anywhere. 

Mrs. Nelson spoke of a rating scale 
of patient behavior which can _ be 
coded; it goes into moods, behavior, 
violence, emotions. Would this be an 
easy means of getting concrete in- 
formation in the chart? Several people 
were familiar with this type of scale, 
and opinions varied, Dr. Brown said 
the A.M.A. did not find it satisfactory 
for accreditation. 

In general, said Mrs. Nelson, it is 
more important for the staff to have 
full information on the patients while 


The efficiency of the medical records office depends to a large degree upon 
the medical staff's furnishing adequate, up-to-date progress notes. 


in hospital than to have a full scale 
analysis of each record at discharge. 
But still there is great difficulty in 
getting psychiatric treatment informa- 
tion into the record and onto the 
summary cards. The punch card sys- 
tem in her hospital enables them to 
answer literally dozens of requests for 
such factual information as where the 
patient was formerly hospitalized; 
whether he has been on trial visit; at- 
tended a mental health clinic; been 
transferred to another type of ward; 
how old he is; source of admission and 
so on. There is a little space on these 
cards to code special research prob- 
lems. This system was not imposed on 
the medical staff, but was developed 
with them on the basis of what would 
be of the most use to them. The ques- 
tion still is how much could be done 
by a check list or punch card, and 
how much must be in the form of nar- 
rative reports. 


NIMH Offers Consultation 


Dr. Williams told the group that 
there is a consultative service in Dr. 
Morton Kramer's office at National 
Institute of Mental Health which will 
actually send someone into your hos- 
pital and help you organize or reor- 
ganize your records. Dr. Duval said 
this group was working in St. Eliza- 
beths Hospital at the present time. He 
reiterated, however, that efficient as 
the medical record librarians are, 
what should be in the report is a 
matter for professional determination. 
Dr. Kramer’s office cannot give this 
help—only the technical suggestions, 
which are certainly of value to the 
medical record librarian herself. 

The issue is “What is the minimum 
record we might consider satisfactory 
so that the staff might have enough 
time to spend on therapy, instead of 
wasting it in writing records which 
might be non-essential or even use- 
less?” 

Dr. Brown and Dr. Duval urged 
that the American Psychiatric Asso- 
ciation undertake a small study to 
determine what constitutes an ade- 
quate medical record for accredita- 
tion and other purposes. (This sug- 
gestion was later put into the form 
of a resolution and presented to the 
Standards Committee by Dr. Bush. 
Approval in general was given, and 
a further announcement will be made 
when the project is started.) 





Group Session: 


HOW PERSONNEL POLICIES CAN ASSIST 
IN THE MENTAL HOSPITAL 


The personnel department can help the superintendent by establishing under 
his leadership proper hiring, discharging and promotion practices within the 
demands of the civil service code. He can also work with employees’ associa- 
tion and unions so that they will work constructively for the good of staff and 


patient alike. 


Discussion Leader: EUGENE PAWL, Kansas 


“A PERSONNEL DEPARTMENT 
whose functions are largely confined 
to putting people on the payroll and 
taking them off is not helping the 
superintendent,” said Eugene Pawl. 
He introduced this topic with a plea 
for concerted personnel planning of 
the same quality developed in other 
hospital programs. Careful thought is 
given to blueprints for a new hospital, 
for example, and organized commit- 
tees are set up to review and plan pur- 
chase of new drugs. Are we giving as 
scrupulous consideration to person- 
nel management? 

During discussion, it appeared that 
there was a sharp dichotomy between 
hospitals operating more or less auton- 
omously and those in a rigid Civil 
Service System. In the latter, the gen- 
eral pattern is something of this na- 
ture: The civil service agency gives 
employment tests and sets up lists of 
eligibles. For a particular job, three 
names of potential employees are 
given the hospital. The choice can be 
made in an interview. The employee 
is on probation for six months, and a 
90-day, 180-day, or six months report 
is made on whether he is rated “condi- 
tional” or “satisfactory.” An unsatis- 
factory employee can be dismissed. A 
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conditional employee is put on an 
extended probationary period. The 
satisfactory rating entitles the em- 
ployee to permanent status, and an 
annual rating is given. His eligibility 
for step increases in salary are condi- 
tional on this rating. 

People from hospitals not under 
such a system were interested in dis- 
cussing tests and methods of selec- 
tion. There was general agreement 
that tests are useful, but that none has 
been found that is perfect. Some ad- 
ministrators said candidly they were 
useful in resisting political pressure 
to place employees they could not use, 
others that they helped explain to 
the unsatisfactory applicants why they 
were not hired. There was little dis- 
position to accept them as a diagnostic 
device that would ensure hiring the 
perfect worker. 

In the area of responsibility for 
training, the thought was expressed 
that it is the personnel department’s 
responsibility to arrange for this, lay 
the groundwork and instigate it, but 
not to conduct it. Several states are 
using the facilities of University Ex- 
tension Departments to provide staff 
training. Mrs. Scruggs of Oklahoma 
said personnel policies must be prac- 
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ticed at the ward or cottage level in 
order to be effective. She told of find- 
ing that one woman employee had 
worked in a hospital for ten years and 
had never been in all the buildings on 
the grounds. Describing a training 
course she said: “The manual was 
wonderful. The course was fine. The 
new people knew what to do, and they 
went back to the supervisor on the 
ward. The supervisor said, “That's 
fine, but we just don’t do it like that.” 


Older Employees Included 


Mr. Shropshire, from Kentucky, 
described a personnel program he has 
started which was inspired by similar 
compartmentalization. He found it 
might not just be the new employee 
but possibly the man who had been 
there 20 years who needed to get an 
introduction to the whole hospital. 
Starting with sessions led by various 
officials, such as the superintendent, 
clinical director, and business adminis- 
trator, they followed with a program 
taking all employees into every de- 
partment. The emphasis was on dem- 
onstrating that the most important 
person in the hospital was the patient. 
The employee was shown why it was 
important that everyone did his job 
in the total hospital effort to get the 
patient well. There were interesting 
comments as employees from the 
kitchen, laundry, carpenter shop, and 
ward saw what it was the other fel- 
low was doing. Section heads were in- 
cluded in the various cycles of the 
program to make sure, as Mr. Shrop- 
shire said, “that everyone was pulling 
in the same direction.” 

Tackling the subject of organiza- 
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tion, Mr. Sutton of Colorado sug- 
gested hat committees reaching into 
the vai'ous areas of the hospital are 
import..nt to let people participate in 
policies and management. 

More basic than that, though, 
seemed to be the question of where 
the personnel officer himself operates 
in the table of organization. 


Staff vs. Line Functions 


“The personnel officer is a staff ofh- 
cer, not a line officer,” Dr. Jones of 
Virginia said. “The personnel officer 
hasn’t a thing in the world to do with 
purchasing, with admitting, treating, 
and releasing patients, and so forth. 
The personnel officer advises on the 
selection of employees to carry out 
these essential functions, but he 
should not have any power to hire 
or fire anybody. This is a line func- 
tion, not a staff function.” Mr. Pawl 
agreed the personnel department is 
a staff function, and that it should re- 
cruit and screen rather than select and 
hire. “The final say-so,” he said, 
“should be up to the operating super- 
visors. 

Citing the many references to the 
hospital planning team, Mr. Pawl 
asked who comprised it. The super- 
intendent and the business manager? 
Or does the personnel officer have a 
place on that team? 

Dr. Wick of Arizona said they have 
set up a procedures committee, com- 
posed of the business manager, direc- 
tor of nursing, personnel director, 
chief engineer, and either the superin- 
tendent or his deputy. This keeps the 
personnel officer informed about all 
areas of the hospital. “Otherwise, how 
is he going to be able to select or re- 
cruit?” Not only must he know all 
areas of the hospital, but he must 
know what the various areas need in- 
sofar as further supervisory training 
is concerned. Once the supervisory 
training is established, he has to fol- 
low up to see what is being done with 
it. It doesn’t do a bit of good to 
give an excellent course to a group of 
supervisors and then expect that they 
are going to carry on by themselves 
without any further instruction, guid- 
ance or evaluation. There are prob- 
lems in dealing with personnel, but 
they are not specifically a personnel 
problem. They are related to the en- 
tire hospital, and have to be worked 
out on a cooperative basis.” 











Differing sharply with the view the 
personnel officer should be a staff posi- 
tion, Mr. Hodges of Michigan de- 
clared the personnel officer should be 
under the business manager or the 
assistant superintendent in charge of 


administration. His view, he said, 
was based on the fact that a larger per 
cent of the budget, more than half, is 
for personnel, The business manager 
will have a lot to do and say about 
what goes into this program. While 
the personnel officer might often see 
the superintendent, and while he 
would certainly attend staff meetings, 


. in the everyday operation of the insti- 


tution he should work under the bus- 
iness manager. 


The Superintendent's Veto 
is Seldom Exercised 


Mr. Reed, of Kansas, reported a re- 
cent organization of a hospital man- 
agement group comprised of the sup- 
erintendent, clinical director, business 
manager, and personnel officer. Hos- 
pital policies are decided as a group. 

“Suppose your team disagrees with 
the superintendent, who is respon- 
sible under the law for the operation 
of the hospital, do you override the 
superintendent?” someone asked. 

This is a realistic question, Mr. 
Reed assented. There may be cases 
where the superintendent exercises 





his right to veto a suggestion of the 
others, since they are acting as ad- 
visers. 

“Then your point is entirely aca- 
demic. You are actually responsible to 
the superintendent and he is making 
the final decisions,” a delegate said. 

Mr. Reed agreed the superintendent 
was not overrruled. (“A majority of 
one rules in case he disagrees,” he said 
wryly.) But he emphasized that deci- 
sions are made only after a ventila- 
tion of the problem and a hearing of 
all sides. More and more, group deci- 
sions are arrived at. 

Dr. Cromwell, of Iowa, reported 
success with a similar advisory coun- 
cil, including in addition the heads of 
major departments. He felt that in 
practice the superintendent seldom 
disagrees and exercises a veto. 

Dr. Stevenson, New York, suggested 
that the personnel director should 
concern himself with every person 
leaving the employ of the hospital, 
through exit interviews. In this way 
he could determine what factors con- 
tributed to resignation and how these 
may be corrected. 

Mr. Pawl expressed satisfaction that 
the discussion had centered on hir- 
ing and firing somewhat briefly, and 
that the group had spent the rest of 
the time on the other, more vital func- 
tions of the personnel department. 





Group Session: 


CHILDREN AND ADOLESCENTS IN THE ADULT INSTITUTION 


Until special units are provided, the average mental hospital has to provide satis- 
factory care for these groups. What are the extra needs in terms of facilities 


and staff education? 


Discussion Leader: ROBERT S. GARBER, M.D., New Jersey 


PRESENTATION: 

Dr. Garber opened by describing 
briefly the reorganization of an old 
hospital for epileptics into a children’s 
unit, which took place in New Jersey. 
They were pressured to open the in- 
stitution long before the physical fa- 
cilities were satisfactory or they had 
enough trained personnel, because ol 
the children who were already in the 
adult state hospitals. As a result, the 
unit became nothing more than a 
holding facility. 

A comprehensive and critical sur- 
vey was accordingly made and the re- 
port, by Dr. John A. Rose, Director 
of the Philadelphia Child Guidance 
Clinic, outlined many things they al- 
ready knew and uncovered some un- 
expected ones. First, there was an 
absence of competent, trained per- 
sonnel to deal with psychotic children. 
Second, there was a total absence ol 
casework and therefore no intake or 
discharge planning. At least sixty per 
cent of the children in the hospital 
did not belong there. Third, the 
physical setting was inadequate. 
Fourth, the personnel ratio was in- 
adequate. Finally, there was obvious 
need for community support to avoid 
“dumping” of unsuitable children. 

Today, partly as a result of this re- 
port, the staff ratio is about 92 people 
to 125 youngsters, and the per capita 
is about $16 a day. Many other items 
are still needed. 


In planning for a children’s unit, 


said Dr. Garber, we must recognize 
the responsibility of mental hospitals 
to point out the need for establishing 
adequately staffed and administered 
children’s units. Thereafter, the prob- 
lems can be divided into three main 
categories: the physical plant, the 
personnel needs and the administra- 
tive goals. 

Regarding the physical plant, loca- 
tion is the first consideration. Should 
it be one central unit, or decentral- 
ized so that there is a unit in each 
hospital area? Can an old building be 
adapted, or must a new one be 
planned and constructed to create an 
atmosphere hospitable to child life? 
Obviously the unit must contain ade- 
quate educational facilities, and rec- 
reational opportunities for vigorous 
types of recreation. (People are 
shocked when a swimming pool is re- 
quested—yet this is one of the most 
satisfactory forms of treatment for 
children, and should be considered for 
any unit now underway or contem- 
plated.) 

Also to be considered are the occu- 
pational therapy facilities, and provi- 
sion for proper segregation so that 
wide disparity of age and personality 
development can be avoided. The 
unit must be properly integrated with 
the remainder of the hospital. There 
should also be a proper outpatient 
department for intake and screening, 
as well as for follow-up care. 

Personnel is the next main heading. 
We have already said that there must 





N.Y. 





Participants: Theodore M. Barber, M.D., Wash.; Joseph E. Barrett, M.D., 
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be a higher ratio of personnel than in 
any other unit, and that the peopl 
must be adequately trained and com 
petent. This may entail some prob 
lems with Civil Service, when you 
try to define the type of person you 
are seeking. You do not want ordi 
nary attendants, for instance, but 
child care workers with a higher salary 
range and better background and 
training. Strange as it may seem, many 
people find it impossible to accept the 
idea of a child’s being mentally ill 
They are apt to interpret every bit of 
acting out as just plain orneriness! 
As a result there must be continu 
ous inservice training for everyone 
connected with the unit. 

Next we come to administrative 
goals, and here there are four major 
points. First, the administrative atti 
tude must be tolerant and flexible. 
Second, staff must be free from front 
ofice and other pressures to accept 
emergency admissions. This almost 
implies that the admission screening 
must be done within the unit. Con 
tributing agencies are not always re 
liable and are sometimes anxious to 
dump their responsibilities, thus 
creating for us a dead-end custodial 
program. Third, there must be a com 
pulsory intake and discharge planning 
program, because you cannot operate 
a real treatment program unless it 
take and discharge planning begins 
even prior to admission. For instance, 
the family may be broken up, so that 
it may be impossible to plan for the 
child’s discharge. Frequently a child 
will be dumped on you and you will 
never see the parents again. Moreover, 
disturbances in children’s wards are 
not infrequently traced to the lack of 
family relationship, the hoped-for visit 
perhaps, which did not materialize 
and which to the child implies aba 
donment. A child who belongs to no 
body is a very badly disturbed and 
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frightened child, and therefore, a 
child diificult to manage. 

Finaliy, proper staff philosophy 
must be engendered and this begins 
with the administration. Staff mem- 
bers must be understanding and not 
competitive towards each other. They 
must have a genuine conviction that 
the child’s bad behavior is sympto- 
matic; only in this way can they be 
prepared for disturbances and able to 
deal with them. For instance, after 
holidays or a pay day the full comple- 
ment of staff may not be there. Thus 
changes have to be made, and such 
changes are immediately accompanied 
by unrest in the children. We can ex- 
pect dawdling over meals and over 
dressing, increased demands for af- 
fection and so on. A properly oriented 
staff will be prepared for such acting- 
out and be able to cope with it. 

Moreover, good orientation helps 
decrease the anxiety of the staff, be- 
cause when the so-called disturbed 
child begins to make rhyme and rea- 
son to the personnel, they will be 
much better prepared to meet his 
problems. 


DISCUSSION: 


Dr. Shelton pointed out that hos- 
pitals for the mentally deficient have 
for many years been dealing with 
problems similar to those described by 
Dr. Garber. In any children’s unit- 
whether for the emotionally disturbed 
or the defective—he thought the 
sreening procedure was of the ut- 
most importance. Unless a pre-admis- 
sion diagnosis is clearly established 
it is impossible to tell what kind ol 
program the child requires. 

He went on to say that one of the 
most difficult problems has to do, not 
with the psychotic or the mentally 
deficient child, but with children who 
exhibit acting-out behavior. Setting 
up programs for such children is 
extremely difficult because they are 
very disrupting influences in any hos- 
pital. 

Dr. Barber said child admissions 
at his hospitals fall into three types: 
the mentally ill who come from the 
community, sex deviates or psycho- 
pathic delinquents committed for ob- 
“vation and treatment, and finally, 
Youngsters transferred from state 
industrial schools or training schools, 
who have psychiatric problems. 

No matter what type of child is ad- 


mitted, however, there is one need 
which must be met—that of education. 
Even children in the upper adolescent 
brackets, who are held in maximum 
security, must have some academic 
facilities. In the state of Washington 
they are fortunate enough to be able 
to use the special services provided 
by the Department of Public Instruc- 
tion and this helps budget-wise. 


Institution Accredited as School 


Dr. La Core told the group that his 
institution was recently accredited by 
the Department of Public Construc- 
tion as a school. This is important, 
because it not only means that credits 
are transferable, but the institution 
is now eligible for certain benefits 
such as audio-visual aid equipment. 
In the beginning they even had to 
borrow desks and equipment from the 
city schools. But it is fairly easy to 
get things for children—easier than 
for adults. All you have to do is men- 
tion to your volunteers that you need 
money for field trips, for skates, bi- 
cycles, a station wagon or whatever, 
and the community funds come pour- 
ing in. 

Dr. Joseph S. A. Miller mentioned 


- wil 


that New York state supplies special 
teachers for emotionally disturbed 
children, which is extremely valuable. 
His hospital’s children’s unit lacked 
sufficient class rooms and they had to 
use conference rooms in the adult sec- 
tion of the hospital. They found that 
there was some advantage to the 
children in “going to school”—that 
is, leaving their own facility physically 
and going elsewhere. It turned out 
to be an important therapeutic agent, 
and as a result the new plans will 
establish a properly equipped school 
away from the pavilion itself. It had 
been a mistake to isolate the chil- 
dren too much. Integrating the chil- 
dren’s unit with the rest of the hos- 
pital made a much larger community 
for them to live in. The girls were 
able to spend some time with younger 
adults, and join in various lounge 
activities with the rest of the hospital. 
They are now permitted to have male 
patients as visitors and to entertain 
them as they would in their own 
homes. 

Running a children’s unit calls, not 
for authoritarianism, but for firm ad- 
ministrative rules which are, at the 
same time, flexible enough to meet 


A class of ten is felt to be the largest which can usefully be held for disturbed 
children. Specially trained teachers are valuable. 
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individual needs. Adolescents need 
more time to themselves — more 
ground privileges than do adults. 


They need to go home whenever pos- 
sible, so that they do not feel too 
separated from the community. 

He added that anyone setting up a 
new children’s unit, whether for small 
children or adolescents, would be well 
advised to go as slowly as possible. 
Each step should be investigated, and 
each new problem carefully checked. 

There was some discussion about 
the advisability of voluntary hospital- 
ization or legal commitment. While 
some speakers expressed distaste at the 
idea of “committing” a child to a hos- 
pital, Dr. Simpson found that it is 
sometimes better to get administra- 
tive control of a child so that the law 
is on your side. Parents who bring 
in a child under duress may sign a 
commitment, but they can also get the 
child out again simply by signing for 
a discharge. 

Dr. Garber disagreed, saying that 
by requiring the parent to sign for 
the voluntary admission of the child, 
we are involving him in planning for 
the child’s future discharge. The only 
difficulty he had was in the beginning, 
when the central office would say “We 
already have commitment papers, so 
you must take this child under a legal 
commitment”. An educational cam- 
paign finally took care of that. 


Reasons for Heavy Staffing 


Stafing problems took up a good 
deal of time during the discussion. 
Dr. Miller said that there was some 
difference of opinion among the medi- 
cal people on his board about what 
kind of person should be in charge of 
the living-in facilities. Should she be a 
nurse, a specially-trained group ac- 
tivity worker, a social worker or per- 
haps a house-mother? They had found 
that a specially trained psychiatric 
nurse with a sincere interest in chil- 
dren was the most satisfactory. This 
individual, whatever her discipline, 
has to be able to take considerable 
punishment! 

Dr. Pleasure pointed out that they 
have a roughly one-to-one personnel- 
patient ratio. There is some explana- 
tion as to why such heavy staffing is 
needed for a children’s unit. The 
main reason is the need for educa- 
tion. Seventy-five percent of his ado- 
lescent patients cannot read—yet there 
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are no mental defectives among them. 
But the largest class you can hold 
with benefit is ten children, so many 
teachers are needed. 

Integrating the children’s unit into 
an adult hospital is considerably 
eased, remarked Dr. Simpson, by in- 
cluding in the residents’ training pro- 
gram some orientation with the chil- 
dren. Every psychiatrist in his hos- 
pital takes one child in psychotherapy; 
this makes every member of the medi- 
cal staff very sympathetic with the 
problems of the unit because he him- 
self must deal with them at least 
twice a week! 

Not only the staff, but the physical 
plant has to take a good deal of 
punishment from acting-out children, 
said Dr. Simpson. He told of some of 
his severely delinquent boys who 
started chipping away at the plaster 
in a number of rooms. (These rooms 
had been built by an architect who 
knew nothing about such institutions 
and simply used wire and mesh!) 

Within a week one child had a hole 
through to the next room and after 
about a month all they had was a 
series of rooms with very large holes 
in the walls, all rooms being inter- 
connected! 

The administration had said in ef- 
fect, “Well, if that is what you are 
going to do, you can live with it!” But 
after four or five months, this atti- 
tude led to a complete breakdown 
in morale as well as in physical facili- 
ties. So now they make it a rule to 
have any damage fixed within half 
an hour if possible. 

Dr. Garber said that it took a very 
tolerant administrator to continue 
fixing the same wall or replacing the 
same picture tube in the television 
set. This means, however, that the 
maintenance people can do with a 
little training too, because, after all, 
they need to know why they are 
going to have to come back and fix 
that same hole in the same wall time 
and time again. 

Dr. Pleasure spoke of the problems 
of coeducation or the lack of it. In his 
Middletown unit, he found that hav- 
ing boys only was a great disadvan- 
tage. The boys wanted to have girls 
around! But their volunteer program 
helped in this. The Junior Chamber 
of Commerce wives came out to the 
hospital, and some of them were quite 
young. Also nursing students and 


affiliate nursing students became jp. 
volved in the situation, and while jt 
did cause problems, it certainly filled 
a need. 






Permissive Versus Rigid Atmosphere} 


Speaking of flexible or authorita. 


tive administration, Dr. Pleasure said} 


that their adult hospital had the tradi- 
tion of being extremely permissive, 
But when they started this attitude in 


the children’s unit, they ran _ into] 
t 
trouble because the boys, many of} 


them with delinquent records, started 


breaking into houses in the com} 
munity. They tightened up on permis. 


siveness for a while, and then with 
some caution, allowed the freedom of 
the grounds. They have had no 


trouble for months. They may puta} 


boy in a room for a little while, but 
the door is left open, and they prac 
tically never use sedation except for 
research programs. 


He added that using volunteers in| 


a children’s program is an excellent 
idea, since it is easy to get program 
volunteers for children. He also ap 
proved of getting swimming pool 
facilities. The city fathers allow them 
to use the local swimming pool in the 
summer, and the local Y.M.CA. 
opens its pool to them for the winter. 
Dr. Garber added that his hospital is 
allowed to use the pool at the local 
State Police Headquarters Training 
Barracks. This tends to be expensive, 
however, since they have to take the 
boys in trucks 21 miles each way. 
Dr. Barrett asked whether the group 
would recommend a separate institu- 
tion, or whether the children’s unit 
should be part of an adult unit. If 
the latter, where should it be, in an 
urban center near a medical school, 
or away from the medical center ina 


more or less remote relationship, or 4 | 
separate institution on the grounds of } 
the state hospital? What is the ideal 


solution? 


Mr. Slicer replied that a study was ¥ 
done by Illinois of practices in the 48} 


states and all the territories. The study 


included the question of how to place | 


the children’s institution in relation 
to other facilities. Dr. Raymond Rob 
ertson, Hospital Superintendent of 
the Institute of Juvenile Research, 
908 Wolcott Street, Chicago, can 
supply a copy of this report. 

He also spoke of the Illinois pro 
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\fter some experimentation, 


gram. 
they planning a 500-bed unit, 
about °‘) miles out of Chicago, where 
there a! opportunities to develop ade- 
quate creational and occupational 
therapy facilities. Other children will 


be housed in at least six separate in- 
stitutions in different parts of the 
state. Dr. Garber commented on the 
usefulness of such decentralization, be- 


cause of the difficulty in tollow-up 
care when children and their parents 
have a long way to travel once or 


twice a week after discharge. 
Integration With Other Facilities 


Dr. Krush didn’t think it makes 
much difference where you put the 
children’s hospital or unit provided 
you can keep in communication with 
the outside community, that you 
have access to a medical school and 
that the children’s facility is inte- 
grated with outpatient clinics, so that 
mutual consultation service can be 
provided. He went on to say that the 
children’s unit in which he had 
worked had had an unrestricted ad- 
mission policy, and out of 2,500 chil- 
dren, there were about three boys to 
every girl admitted, with a total ad- 
mission rate of two to three hundred 


a year. About 50% of these are ob- 
servation cases who stay about a 
month. The treatment cases stay 


from five to six months and are re- 
turned to the community. About one 
in fifteen was readmitted, one in fifty 
had a third admission and one in a 
hundred came in oftener than that. 

The admissions were all under 16, 
and were relatively unscreened. Thus 
they received children whom the com- 
munity felt were problems. This is 
not necessarily the best way profes- 
sionally to go about admissions, but 
it does help delineate what the prob- 
lems may be. 


Hospitals, Homes, Institutions? 


Finally, he said, we hear children’s 
units referred to as schools, institu- 
tions, treatment centers, homes and 
so on. He submitted that we are physi- 
cians and our problem is illness; there- 
fore we run a hospital, and its organi- 
zation must be as complex as our prob- 
lems call for. 

Dr. Miller asked whether boys and 
girls needing maximum security for 
a long period should be the problem 
of the mental hospital. In California 











Coeducation is the normal community pattern, not always followed in institutions 
for disturbed children. In a boys’ unit, the presence of volunteers, nurses, student 
nurses and other female workers does much to fulfill this very normal desire, much 


as it might be met in the community. 


they are receiving some children from 
the juvenile courts who may be socio- 
pathic with some schizophrenic traits. 
These children are not regarded as 
psychotic, but they are in need of 
psychiatric care. They are certainly 
very upsetting to the hospital. 
Legal Responsibilities 

Dr. Simpson faced the same prob- 
lems in Kansas, but the Boys’ Indus- 
trial School, which sends these pa- 
tients in, is still legally responsible 
for them. That is, when the patient is 
discharged, he must be transferred 
back to the school. So if they should 
get an extremely aggressive delin- 
quent whom the psychiatrist could 
not reach, they could send the child 
back to the school, saying he was un- 
treatable. So far this has not been 


necessary, but it could be done. 

Dr. Tomlinson said his hospital is 
opening a special facility for adoles- 
cents, which is to be both research and 
service oriented. He wondered if any- 
one had ideas as to how such a unit 
could function harmoniously. The 
State definitely feels that the children’s 
hospital should be in close connection 
with other hospitals and facilities. 

Dr. Miller said he thought it best 
to set up the children’s unit in a 
mental hospital setting. This affords 
better care for children with marked 
psychotic behavior, which could not 
be handled outside of a hospital. Set- 
ting up these units near psychiatric 
hospitals makes available the exper- 
ience of physicians who have worked 
with severely psychotic patients on 
the adolescent or adult level. 








Group Session: 


TRAINING STAFF TO GIVE 
GOOD FOOD SERVICE 


Discussion of the elements of a good yet economical 
food service and the best methods of training those 
who engage in the food service operation. 


Discussion Leader: CORA E. KUSNER, Colorado 


HOW DO YOU convince people of 
the importance of good food service 
to patients in mental hospitals? Put 
in its bleakest terms, there is a tend- 
ency to scrape the bottom of the barrel 
in assigning personnel to the kitchen. 
Yet professional workers know that 
this service constitutes an important 
part of the medical care program. 

What does this mean in terms of 
hiring? For one thing, it means that 
personnel workers, such as Civil Serv- 
ice functionaries, must be taught that 
there is not a direct analogy with jobs 
in civilian life. And there is a lack of 
budgetary realism in the tendency to 
down-grade the importance of food 
service personnel. It is unrealistic be- 
cause low paid help may cost more in 
the long run. Take for example the 
cliché of speaking of “everybody from 
the head chef to the potato peeler.” 
Even a potato peeler requires train- 
ing. You have to teach him to use the 
machine. Yet this fellow is apt to re- 
ceive such a low salary you can’t ex- 
pect to keep him over two or three 
months. “Do you remember a while 
back when potatoes were as expensive 
as gold nuggets?” asked one adminis- 
trator. “A poor potato peeler might 
be washing 15 per cent of the final 
product down the drain. That is a 
lot of waste. This type of personnel is 
actually costing you more money than 
a responsible person who might be 
paid more.” 











Mrs. Cora E. Kusner of Colorado 
outlined a philosophy for food serv- 
ice administrators, saying that before 
you even consider a training routine 
there are three prerequisites you 
meet. You must have enough good 
food. You have to have the necessary 
equipment. You have to have a skele- 
ton personnel organization. 

No one challenged this declara- 
tion or found its enunciation redun- 
dant. There are institutions where 
there is not enough good food and not 
enough money to buy all the food that 
is needed. Long-service employees can 
recall when potatoes were mashed 
with a shovel and served in buckets. 
Dietitians in many hospitals still face 
crises in day to day management be- 
cause of lack of tools. As for a basic 
personnel organization, there are far 
too many who must rely on patient 
help. 


Good Food Defined 


Defining what she meant by good 
food, Mrs. Kusner said she had in 
mind five things: 

1. Nutritionally adequate, satisfy- 
ing food for all patients. She empha- 
sized “satisfying’’ and “all patients.” 
Satisfying food is a basic need. And 
we must think of all patients, such 
as the bedridden, the senile, the 
physically ill, and racial groups. 

2. Food graciously served, with con- 
sideration for patients as individuals. 








Participants: Mr. Gerald A. Bax, Mich.; William W. Bourke, M.D., IIl.: 
Mr. Gordon H. Buter, Mich.; Miss Carmelita F. Craven, R.N., Kan.; Miss 
Phoebe G. Fowler, Okla.; Mr. J. J. Gill, Mich.; Mr. R. V. Goodman, Jr., 
Cal.; Mr. Clarkson Hill, Conn.; Mr. Kenneth G. Kerr, Mich.; Mr. A. L. 
Maines, Ind.; Mr. Dale C. Mattison, N. D.; Mr. J. Russell Mills, Kan.; Miss 
Grace B. Murray, Mich.; Arnold A. Schillinger, M.D., N. Y.; Mr. Thomas 
C. Walker, Mich.; Mr. A. C. Yopp, Kan.; Mr. Ralph E. Young, Kan. 
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She 


labeled “an abomination’’ the 
divided metal tray which is the lo 
of thousands of patients. “I know in 
many states you have to have them,” 
she conceded. “But unless we have 
adequate dishes and something like 
normal food service how can we say 
we are treating the patient as an in 
dividual?” 

3. Food served at “normal” meal 
hours. She related that she one 
visited a state institution where they 
were filling ten gallon milk cans with 
something that looked like coffee. She 
asked what it was for, her question 
being prompted by the time of day. 
“It’s the patients’ supper,” was the 
reply. Supper was served before the 
3:00 o'clock shift went off duty in the 
afternoon! Later, in discussing this 
with others, she found this was not 
the only state where this happened. 
“There are many state institutions 
where it was just this last year that 
the first food for the evening meal was 
not sent out at 4:30 p.m.,” she said. 
“I know it’s a struggle—there are 
geriatric patients, patients on special 
diets, and patients on general diets- 
but normal meal hours should be 
maintained. When you get a 4:30 
supper and breakfast at 6:30 the next 
morning, it’s a long, long time to 
wait.” 

4. Food with special nourishment 
and dietary modification for those who 
need it. Diets obviously have to be 
varied to meet requirements for medi- 
cal treatment, for example, for the 
patient with an ulcer or a heart com 
dition. 

5. Meals at reasonable cost. 

In the discussion which ensued, 
training of food personnel was com 
sidered both from the standpoint of 
original orientation of personnel and 
the day by day, on-the-job training 
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entaile’ in supervision and adminis- 
tration 

Various methods were described for 
orientiiig food service personnel, most 
of them depending on the size of the 
hospita | and consequent number of 
workers. Most examples were of short 
courses required for new employees. 
Mr. Young of Kansas described a 
dietary department where a dietitian 
has the special assignment of training 
employees, aided by a cook who gives 
instruction in requisitioning and cook- 
ing. In an Illinois VA hospital, one 
dietitian has no responsibility except 
training. Here, however, problems of 
the wage-scale result in large person- 
nel turnover so that much of the bene- 
fit of the training is soon lost to this 
particular hospital. In Michigan, a 
University training program for di- 
etary supervisors was reported, part 
of it taking place in the hospital. ‘The 
hospital then endeavors to hire gradu- 
ates of the course. Indiana’s Mr. 
Maines said their consulting state di- 
etitian “literally wears herself out 
recruiting dietitians for the hospital.” 
However, every time a qualified di- 
etitian is found, she soon quits and 
goes to another state for a slightly 
higher salary. In the bidding for serv- 
ices, someone is just going to lose out. 
Orientation training cannot overcome 
the situation created by basic short- 
age. 

Mrs. Kusner suggested that orienta- 
tion in the food service unit should 
not be confined to persons working in 
it. New residents need orientation in 
its practices, and nurses and other 
professional personnel should share an 


understanding of its function and the _ 


relation of its function to the total 
hospital program. Among the train- 
ing aids suggested for orientation 
courses were movies, some good ones 
being available from health depart- 
ments. A caution was raised against 
using movies without a preview 
screening; some were described as 
“pretty poor excuses” not adapted to 
mental hospital employee programs. 


Beyond orientation, two adminis- 
trative devices were mentioned as 


basic to personnel policy. One of 
these was, of course, the job descrip- 
tion. A well-prepared job description 
is the best means a supervisor has of 
pointing out to personnel officers what 
isneeded in the way of a worker, what 
skills are required. It can help estab- 





lish better salary scales when they are 
needed. “Our food service is not so 
bad,” one man interpolated, “but the 
quality of preparation is ridiculous. 
We must understand the importance 
of raising the starting salaries in order 
to get and hold better qualified peo- 
ple.” In addition to comprehensive 
job descriptions, a staff patterning 
should be worked out, showing, in 
effect, who does what and when, and 
where responsibility is vested. 

Dead-end jobs and the “bottom of 
the barrel” philosophy were under- 
scored as the bugaboo of food service 
supervisors. One constructive plan for 
grappling with the problem was the 
suggestion of Mr. Goodman from Cali- 
fornia. There they have a policy of 
training food service assistants which 
holds out the possibility of advancing 
to the position of assistant cook. 


Interdepartmental Cooperation 


In the category of on-the-job super- 
vision, many of the questions raised 
dealt with relationships between dif- 
ferent types of professional personnel. 
Putting new plans into effect requires 
diplomatic skill on the part of the 
supervisor. But cooperation of the 
dietary department with other units 
in the hospital is the crucial consider- 
ation in training and _ supervision, 
Mrs. Kusner emphasized, even though 
it raises difficult questions. Illustrat- 
ing this problem, Mr. Buter of Mich- 
igan told how they have revised rela- 
tionships between the dietary and 
nursing departments. Previously the 
dietary department prepared and de- 
livered the food and the nursing de- 
partment served it. Now the dietary 
department has charge of preparing, 
delivering, and serving the food, and 
the nursing department sees that the 
patients eat properly. This gives the 
dietitian better control of the: por- 
tions to be served and of the dietary 
service. 

Speaking of portions, one adminis- 
trator, Mr. Gill of Michigan, reported 
a cost analysis based on a check of re- 
jected servings. This was made by 
weighing the garbage and arriving at 
a patient average. The results showed 
that the cost of the waste, if saved, 
would have enabled them to serve 
meals twice as good. It was not the 
food, per se, which resulted in waste, 
but the quality of its preparation. He 
proposed that the savings to be 


effected should be directed to higher 
salaries which would result in recruit- 
ment of better qualified personnel. 


Mr. Goodman reported an interest- 
ing development in staff understand- 
ing which has resulted from an annual 
inspection carried out by the Public 
Health Department in his hospital. 
In a constant effort to improve its 
standards, an esprit de corps has de- 
veloped among the staff which has 
eliminated some former barriers. Pre- 
viously there was a sharp line of de- 
marcation between medical and non- 
medical work. There was bickering, 
and an attitude of “you can’t come 
over in my yard, and I won’t go over 
in your yard, either.” Now everyone 
is aiming for the same goal. 

Mr. Yopp of Kansas wondered if 
anyone had found a way of serving 
meals at decent hours. Mr. Buter said, 
“It boils down to the question of get- 
ting personnel in the food service 
unit who are willing to work until 
8:00 at night. A half-hour change in 
patients’ schedule means an hour later 
work for personnel. They are not 
going to like it. They are going to 
leave.” 

Mr. Kerr of Michigan, reported a 
promising solution, using part-time 
employees. Mostly housewives, they 
come in for a 30 per cent working day. 
The full-time people do the rest of 
the work. 


But a change in meal hours has to 
be coordinated with nursing service, 
a participant protested. “We are will- 
ing to change the time food service 
people go to work, but we have to 
wait until the nursing service gets 
together on this in order to work it 
out. It’s a real problem. The nurses 
have three shifts, and we'd have to 
work our schedules in with theirs.” 


Mr. Gill described a_three-crew 
schedule, each group of workers com- 
ing on duty on a shift overlapping 
with the group about to leave. There 
are shifts reporting at 8:00 a.m., 4:00 
p-m., and midnight. The night shift 
prepares breakfast. 

Mrs. Kusner summarized by empha- 
sizing the need for cooperation and 
adequate supervision jointly in many 
departments to develop effective train- 
ing in relation to the food service. 
She also pointed to the value of in- 
culcating a feeling of prestige and im- 
portance in the dietary employee. 








Truscon Steel Intermediate Projected Win- 
dows. Tamper-proof mechanism can be 
operated by authorized personnel only. 
Interior view (below) shows detention screens 
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PLUS RESTRAINT 


Look at that sweep of fresh air and sunlight designed into 
the new Kentucky Children’s Bureau. Certainly no appear- 
ance of restraint. But, it’s there! 


The windows are Truscon Steel Intermediate Louver, 
fitted with detention screens. Easy-acting tilt-out venti- 
lators operate simultaneously to provide precisely con- 
trolled ventilation and to close tightly to provide positive 
weather protection. The important point is that the degree 
of vent opening is controlled by an authorized attendant 
only. The arrangement is tamper-proof. Principal restraint 
is provided by the detention screens. 


The Intermediate Louver is just one of many types of 
Truscon Steel Psychiatric and Detention Windows de- 
signed to conceal or minimize all indications of enforced 
restraint. They are carefully engineered to protect patients 
against self-injury and to prevent escape. 





Your nearest Truscon representative will be happy to 
work with you and your architect in the selection and 
application of the proper psychiatric or detention window 
for your needs. Write Truscon for latest steel window 
catalog. 


Kentucky Children’s Bureau Reception Center, 
Lyndon, Ky. Arrasmith and Tyler, architects; 
Rostetter Construction Co., contractor, 


TRUSCON STEEL DIVISION 
A REPUBLIC STEEL 


1112 Albert Street « Youngstown 1, Ohio 
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Translating Medical Needs into Hospital Buildings 


Only professional hospital people can describe the ongoing program and pre- 
dict future caseloads and future treatment methods. The architect in turn must 
express these programs in building plans. Initial studies and consultations at 
all levels must precede architectural planning. 


Discussion Leader: JOSEPH E. BARRETT, M.D., Virginia 


TELL THE ARCHITECT how 
you want to use a building, and he 
will furnish the technical translation 
into steel and bricks. This was the 
conclusion of a lively discussion 
sparked by Dr. Joseph E. Barrett of 
Virginia. But with fast-changing 
treatment programs and varying pa- 
tient populations there was no seer 
to say how hospital administrators 
could look into the future even as 
far as two years and see the picture 
of tomorrow’s medical care in mental 
hospitals. 

Dr. Barrett said dourly that a build- 
ing has the quality of becoming a 
monument to our mistakes. Mis- 
takes in administrative and personnel 
policy may fade in the memory of 
man, but the building stands there. 
“There it is. He built it. He ad- 
vocated it,” people will say. And all 
of the mistakes that you have made 
will be emphasized and reemphasized 
again. With this incentive for a hard 
look at the problem before construc- 
tion begins, he outlined in realistic 
terms what anyone making plans for 
a mental hospital is up against. 


A prominent political leader said. 


the politician who expects to main- 
tain his position of leadership needs 
to take a peek over his shoulder every 
so often to see if the crowd is still 
following him. In the organization 
and development of a mental health 
program financed by public funds, 
you also need to take that backward 
look and see if the public is support- 
ing your plans. 

Despite efforts at public education, 


we have not succeeded in communi- 
cating psychiatric information to the 
public. One might say we now have 
groups in the general public reflect- 
ing three different attitudes. 

Group one takes the position that 
the so-called insane are a nuisance. 
All that is needed is a place to lock 
them up, protect the community from 
them, and see they are fed and shel- 
tered from the elements. This is a 
rather fatalistic attitude, but it is 
shared by far too many, and in this 
group are many in policy-making po- 
sitions. This group obstructs prog- 
ress. Paradoxically, as though to 
salve its conscience, it also raises a 
clamor about maltreatment. But 
what this group advocates is a work 
program for patients to keep costs 
down, and around this concept you 
build an asylum. 

The second group expresses a def- 
inite opinion that so-called insane 
persons are sick persons entitled to 
treatment. They are fairly vocal 
about their opinions, but frequently 
they are discouraged by failures of 
treatment. They seem to lose sight 
of failures in other fields of medicine. 
Failures in the psychiatric field ac- 
cumulate in large mental hospitals as 
continued treatment cases. We are 
able to see these failures in mass 
quantities. This tends to be detri- 
mental to progress. But, in spite of 
their impatience, at least this group 
has the concept that the mentally ill 
can be treated. Around this concept 
we can build a hospital. 

The third group is made up of 








Participants: Mr. Carl E. Applegate, Cal.; Nathan Beckenstein, M.D., N. Y.; 
S. T. Ginsberg, M.D., Wash., D. C.; G. W. Jackson, M.D., Kan.; Granville 
L. Jones, M.D., Va.; Thaddeus P. Krush, M.D., Neb.; Lucy D. Ozarin, M.D., 
Wash., D. C.; B. F. Peterson, M.D., Tenn.; Mabel Ross, M.D., N. Y.; Sidney 
J. Tillim, M.D., Nev.; Samuel Wick, M.D., Ariz.; Rev. Ernest Zizka, La. 











persons with advanced ideas. ‘They 
believe that mental illness can be 
prevented. Dr. Barrett said their 
misconception is that you deal with 
the problem through mental hygiene 
clinics and thus prevent mental ill- 
ness. The misconception, he said, is 
thinking the clinics prevent mental 
illness. What is prevented is hospi- 
talization—through treatment of men- 
tal illness at an early stage. He ven- 
tured that prevention must be ac- 
complished at the educational level 
and attacked in the public school 
system. He proposed requiring men- 
tal health training for prospective 
teachers. 


Psychiatrists Must Forecast Needs 


But with this less-than-Utopian 
support the administrator must plan 
a hospital for which he can justify 
construction monies. Remembering 
the enduring permanence of the edi- 
fice, he must attempt to block out the 
use he intends to make of it. Who is 
best qualified to describe such a fu- 
ture program? 

Should a hospital be built to meet 
ever-increasing needs? Or should you 
make the assumption that good care 
will decrease future needs? Who is 
best qualified to predict future case 
loads and future treatment? 

Only the professional hospital peo- 
ple can estimate future needs. This 
premise leads to the importance of 
translating the language of psychiatry 
into terms the architect can under- 
stand. Commenting on the sometimes 
thorny problem of working with an 
architect, Dr. Barrett said it occa- 
sionally seems to the administrator 
that the architect just hands him a 
fait accompli, a plan which he has to 
accept. But this is really a failure 
in human communications. If you 
sfail to communicate to the architect 
what you need and want, he has to 
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guess. If the architect is going to be 
able to help, we must be able to tell 
him in no uncertain terms just what 
we want and expect. And, further, 

have got to know that there has 
been a meeting of the minds, that 
what the architect puts together is the 
structural translation of what we 
said. Architecture is a fairly exact 
science. It can be measured in feet 
and inches, recognized in shape and 
form, and utilized in a functional 
Inmanner., 

Planning is a Cooperative Effort 

Based on his experience with Vir- 
ginia’s new hosnitals, Dr. Barrett ex- 
pressed the opinion that planning a 
hospital is not a one-man job. The 
best plans are developed by utilizing 
the experience of people who will use 
the hospital. Nurses, attendants, and 
other personnel have ideas about the 
location of certain facilities which 
they use in their work. Maintenance 
people have know-how about mater- 
ials and equipment. Food service per- 
sonnel can show you how planning 
will make their tasks easier. And don’t 
forget the patient. Recovered pa- 
tients may help you by offering val- 
uable suggestions. 

Recent developments in treatment 
of the mentally ill must influence our 
concept of what the new mental hos- 
pital should be like. One could ask 
some significant questions, though, to 
which there is no answer today in the 
back of the book. Should the mental 
hospital continue to accept the senile 
and arteriosclerotic? Should we con- 
tinue to build continued treatment 
facilities? We know with adequate 
treatment staffs, under modern con- 
ditions, we are returning 80 to 85 per 
cent of the newly admitted acutely 
psychotic patients to their homes with- 
in a year. Considering that 60 per 
cent of these newly admitted cases, 
under these conditions, will leave the 
hospital in six months or less, it be- 
comes quite obvious that our think- 
ing and planning may well be di- 
rected to developing acute treatment 
facilities and the training and _ pro- 
curing of more adequate personnel. 

Dr. Barrett called for additional fa- 
cilities for adequate research. “I 
firmly believe that psychiatric re- 
search can best be carried on at a 
state hospital but not in it,” he said, 
“I mean by that, separate research 
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facilities should be provided and sep- 
arately managed so that we will have 
ready access to the wealth of psychia- 
tric material but not be responsible 
for active treatment programs. I 
know that medical school hospitals 
disagree on the basis that there would 
be inadequate equipment and consul- 
tation. But I think at these locations 
you have the active treatment person- 
nel and also the inservice training 
group of the hospital to stimulate the 
research.” 

Before we begin to talk hospital 
needs, we should make a survey of 
other facilities available for the treat- 
ment of the mentally ill. How many 
psychiatrists are in private practice? 
Are public mental hygiene clinics 
available? If they are, these theoreti- 
cally should reduce the needs for a 
publicly supported hospital.  Pessi- 
mistically, the speaker doubted they 
would. 

In making the plans should we an- 
ticipate empty beds, or should we 
calculate so tightly all beds will be 
filled and a waiting list develop? Will 
we be able to resist the pressure of 


urgent cases, or will we soon be over 
crowded again? In building for the 
future, we need to look into the past 
for such things as statistics of im 
cidence. 

Before discussions with an architec 
get under way in Virginia, a complete 
project report is drawn up outlining 
how the building will be used. This 
project report is prepared by the local 
building committee, consisting of the 
superintendent, business managet, 
and the local hospital board members. 
The report is submitted to the Gov 
ernor’s office with the request for ap 
proval to develop plans with an at 
chitect. A project report gives am 
architect something to go on, and 
from it he can start developing work 
ing drawings. 

For the future, Dr. Barrett pre 
dicted the complete fading out of the 
large state mental hospital as we now 
know it. Plans for a new Virginia 
installation which were exhibited call 
for a 176-bed capacity made up of 
8 nursing units of 22 beds each. 
Kansas is working out a similar plan 
for small units. 













Dr. ‘ 
conside 
architec 
opinior 
ers in 1 
import 
of influ 
said thi 
dering 
hospita 
having 
ings Ol 
iated Ww 
They 
activiti 
whethe 
whethe 
one-sto 
of pati 


Outsic 


This 
berg c¢ 
ground 
the me 
ing wh 
they re 
turn h 
by the 
the nu 
our ge 
pitals. 
have p 
consid 
psychi: 
They | 
surgica 
with tl 
within 
results. 
their 
thinki 
ple. H 
being 
out fac 
tions a 
of the 


by Mr 
contril 
these 

should 
ings, « 
no mc 
Medic 
go to < 
but lo 
the mi 
of cor 


buildi 





> OVEr: 
or the 
e past 
OL In- 


chitect ! 


mplete 
lining 

This 
e local 
of the 
nager, 
mbers. 
> Gov 
‘or ap 
an ar 
es an 
1, and 
work- 


t pre 
of the 


‘e now 
irginia 
od call 
up of 

each. 
r plan 








Dr. Ginsberg commented that in 
considering people who influence the 
architecture of mental hospitals the 
opinions of general practitioners, lead- 


B ers in medicine and surgery, play an 


important part. They hold positions 
of influence and are listened to. He 
said this group is at the stage of won- 
dering whether our plans for mental 
hospitals are sound, whether plans of 
having large hospitals of many build- 
ings on spacious grounds, even affil- 
iated with medical schools, are sound. 
They wonder whether recreational 
activities are needed. They wonder 
whether all the space is required; 
whether mental hospitals should have 
one-story buildings for certain types 
of patients. 


Outside Influences Affect Programs 


This is understandable, Dr. Gins- 
berg continued, because of the back- 
ground from which they come, from 
the medical setting of one large build- 
ing where patients are treated, where 
they recover, and from which they re- 
turn home. They also are influenced 
by the modern trends of increasing 
the number of psychiatric services in 
our general medical and surgical hos- 
pitals. They feel that these services 
have proven their value and should be 
considered as a standard for future 
psychiatric planning for hospital care. 
They feel the large, general medical- 
surgical hospital, with many stories, 
with the psychiatric service integrated 
within it, has produced therapeutic 
results. “These people have presented 
their theories and are influencing 
thinking among large groups of peo- 
ple. He expressed the hope the study 
being carried on by A.P.A. will bring 
out factors that can resolve these ques- 
tions and convince people of the value 
of the modern mental hospital. 


A plea for small wards, limited to 
about 20 or 30 patients, was voiced 
by Mr. Applegate. Other points he 
contributed to the discussion included 
these suggestions: Geriatric patients 
should be housed in one-story build- 
ings, continued treatment patients in 
no more than a two-story building. 
Medical and surgical buildings might 
go to as much as three or four stories, 
but low buildings are far better than 
the multi-storied structure. The basis 
of construction should be a set of 
building standards. The architect 


can start planning the structure from 
these. In addition to that, you have 
to develop the functional program 
that will be carried out in the build- 
ing, mapping out equipment cr treat- 
ment facilities needed in each room. 
Finally, for budgeting purposes, a 
standard staffing plan, including re- 
lief shifts, should be charted for each 
ward. 

Among the needs mentioned in 
mapping out space utilization were 
space for private interviewing of pa- 
tients, special receiving facilities, and 
a chapel or room of prayer. 

Dr. Ozarin of the A.P.A. Architec- 
tural Study Project said that as a 
psychiatrist working with architects 
she found the architect’s viewpoint 
was: What do the professional people 
want to do in the building that is to 
be planned? What is the way of life 
we want to give patients? “The answer 
to that question is going to be re- 
flected in buildings, is going to in- 
fluence how patients are going to act 
when they are released. Do we go on 
building big buildings, big piles of 
stone, brick, and glass, or do we build 
for the kind of living situation that is 
more usual in our everyday com- 
munity living? Can we as professional 
people arrive at a philosophy and 
principle of how patients should live 
that can be translated into buildings 
that will satisfy the public, the pa- 
tient, and the profession? If we can 
put out something officially as prin- 
ciples of patient treatment, we will be 
going a long way in helping archi- 
tects design the kind of buildings we 
need. 

The A.P.A. 


Architectural Study 


' Project hopes to meet with the various 


Association committees and emerge 
with a set of principles and policies 
concerning the nature of patient 
treatment that will indicate the kinds 
of space needed for the treatment. A 
caution was offered against becoming 
stereotyped. Dr. Beckenstein sug- 
gested that the type of architecture 
will have to be dictated by the com- 
munity. For instance, in Brooklyn 
limited space requires the use of 
multi-storied buildings. And the type 
of patient load of a particular organi- 
zation, whether primarily senile or 
outpatient, for example, calls for a 
program planned for the individual 
situation. 

It is not easy to decide what your 





treatment program will be. New treat- 
ments may make long-time practices 
obsolete. An architect asks, do you 
want hydrotherapy in this building? 
One hospital superintendent decided 
he did. It is standard practice. It cost 
$60,000. It has not yet been used. You 
have to face this expenditure of the 
people’s money. But what is the 
right answer? There are many people, 
including those in the tax-paying pub- 
lic, who feel the hospital should in- 
clude facilities for hydrotherapy. 
What about facilities in an acute treat- 
ment building? Do you plan to use 
shock treatment? Will the use of tran- 
quilizing drugs die out in the next 50 
years? It is hard to make decisions 
without foreknowledge of the future. 
But the decisions have to be made. 


Dr. Peterson of Tennessee said in 
the South they have limited con- 
struction funds and want to make the 
best possible use of what they have 
and what they must build. He spent 
a month in Europe looking at hospital 
buildings. Among his impressions 
of things most strikingly different 
from American hospitals were use of 
small units and operation of open 
hospitals with homelike furnishings 
and total lack of window guards. 


Difficulties of Building for Future 


Dr. Jackson said he had explored 
the possibility of building on a ten- 
year basis, but there are many objec- 
tions. You face the cold fact people 
are now using buildings that are 50 
and 100 years old. Some are quar- 
tered in army barracks built for five- 
year use but still in service 10 or 15 
years later. He expressed the opinion 
that 90 to 95 per cent of the patients 
could be quartered more economically 
in small houses, but we are forced to 
build at high cost for the other 5 to 
10 per cent of the patient population. 


Dr. Peterson commented that in 
Sweden he felt the hospital program 
has a rigidity similar to ours. Super- 
ficially the buildings look like ours, 
but inside a 60-year old structure you 
would find wards which appear to 
have just been opened. This is be- 
cause of a policy of redesigning and 
rebuilding interiors every 20 years. 
Their buildings are basically simple, 
and they do not use an approach in 
interior construction which interferes 
with change. 





Care of the “Criminal Insane’ 


Public policies today frequently permit us to care for the so-called criminal in- 
sane in hospitals instead of in prisons. Certain legal requirements must be con- 
sidered, however, in the care and treatment of these patients. The problem of 
providing proper therapy within these legal requirements needs much attention. 


Discussion Leader: ADDISON M. DUVAL, M.D., Washington, D. C. 


THE DISCUSSION of care of the 
“criminal insane” was peppered with 
comments that the designation is a 
misnomer. As a physician wryly put 
it, “I do not know any condition in 
which crime is the psychosis.” As a 
verbal substitute for the visual quotes: 
“criminal insane,” discussants used 
the term “so-called criminal insane.” 
As medical specialists, psychiatrists in- 
sist persons admitted as hospital pa- 
tients should be studied, examined, 
diagnosed, and treated. In this treat- 
ment, certain patients require hos- 
pital care under conditions of maxi- 
mum security. Designating these 
units as “criminal wards,” however, 
has no medical justification. 

Regardless of the doctors’ profes- 
sional thoughts on these matters, our 
mental hospitals have a large group 
of patients so categorized. Dr. Duval 
listed some of these groups called 
criminal insane. The first are in- 
dividuals charged with crimes and 
suspected of mental illness. These 
people are usually sent in for obser- 
vation, examination, and report to 
the court. The second are individuals 
serving sentences who become men- 
tally ill and are then sent to the 
hospital. The third group may be 
individuals committed by the court 
for sexual psychopathy. In some states 
defective delinquents are classed as 
criminal insane. In rare cases, al- 
coholics are administratively handled 
as if they were criminal insane. They 
are sometimes kept in jails, sometimes 
in mental hospitals. 


Dr. Addison M. Duval reported 
what he had learned in developing 
plans for a new maximum security 
unit for St. Elizabeths hospital in 
Washington, D. C. This hospital has 
a general policy of moving patients 
out of maximum security to general 
wards of the hospital, a policy not 
universal in other hospitals though 
followed in a fair number of states. 

In summarizing his impressions of 
a tour of states, Dr. Duval said the 
so-called criminal insane are the for- 
gotten group in our public mental 
hospitals. The ‘“‘unretouched photo- 
graph” of what he saw in some places: 
A maximum security hospital with 
not a single psychiatrist on the staff. 
...A maximum security hospital with 
a rifleman sitting before the entrance. 

. . A hospital where patients were 
kept in prison cells. One ward unit 
had patients in tiers of prison cells 
with open bar fronts and toilets in the 
back of the cell; a cot was anchored 
to the floor. These patients spent 
only 15 minutes a day exercising out- 
side their cells, and this was confined 
to walking in front of them 
hospital where there were at least 
200 geriatric patients over 65 years of 
age, many of them bedridden, many 
of them in wheelchairs, in rigid, pri- 
son-like surroundings. The hospital 
was over 100 miles from the nearest 
medical center A hospital where 
only three months ago a new super- 
intendent had ordered the chains 
filed off patients’ wrists. The chains 
were rusty, the keys long since lost. 
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How large is the problem? Dr. 
Bush of the A.P.A. Central Office sen 
states a questionnaire to find th 
answer. It is difficult to get compu. 
able statistics from state to state he 
cause of different legal interpret 
tions and different modes of handling 
patients. In most states, the crim 
inal insane are sent to a section o 
the state hospital. In several state 
there are complete hospitals to r 
ceive and treat the criminal insane 
In one state, the criminal insane ar 
even kept in a special section of the 
prison. All of the treatment pm 
grams in hospital sections take camg 
of men only; women are taken cat 
of on the regular civil wards. Leg 
interpretations and requirements 
too widely for brief summary. 


Public Demands Maximum Sec 


But acknowledging these state 
state differences, 24 states furnish 
figures which make it possible to s€ 
the total pattern. Based on the 199 
census, the patient load of these 
states is 311,000 and they reported 
a total of 11,751 patients classified 
as criminal insane. This would & 
one criminal insane patient for evéff 
27 civil patients. Within the repof 
ing states the ratio varied from ¢ 
to ten in one state to one to @ 
hundred in another. 

The establishment of maxim 
security quarters is demanded by € 
public for self-protection. While st 
porting the plea for a_progressi 
liberal program, superintendents a 
ed reminiscences pointing up W 
led to this demand. Their exf 
riences ranged from riots engend 
by hardened criminals feigning 
sanity who had been assigned to 
hospital, to personal encounte® 
with a dangerous patient. But @ 
emphasis was: Arrange for sensible 
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use of maximum security with a 


treatment program for the so-called 
criminal insane just as you do for 
civil patients and you will get pa- 


b tients well and ready for release. 
The security needs are related to ill- 
ness and not legal status. And pa- 
tients who have broken the law be- 
cause of mental illness can be just as 
amenable to treatment as any other 
patients. 


Peripheral Security System 


But how best protect the public? 


units described included those with 
escape-proof yards large enough for 
athletics. 

Dr. Blalock of Virginia said they 
had built a new 240-bed hospital for 
colored patients which has an audi- 
torium, recreational room, industrial 
shop, occupational therapy shop, and 
a yard 450 by 250 feet. 

Dr. Duval exhibited the plans for 
the new St. Elizabeths building which 
were drawn up following his study. 

In a treatment program where 
acutely ill patients classified as crim- 


in the hospital and an open door 
policy. With greater knowledge of 
what goes on in the hospital, people 
have developed more understanding 
of patients and are not alarmed at 
the thought of an off-limits escapee. 
Dr. Cook described a situation in 
Michigan where many criminal in- 
sane patients, some of them mutr- 
derers, work in units outside of the 
maximum security unit and the escape 
rate is very, very low. 

















































Public Attitudes Need Changing 


n? What might be called a peripheral inal insane are assigned to maximum 
ice seni security system was advocated for new _ security units and transferred to gen- Dr. Barrett voiced a plea that the 
nd th™ maximum security buildings. Make eral wards as they improve, the hos- information brought out in the dis- 


sure the patient is not going to escape 
by providing decorative but escape- 
proof, steel grill work and the usual 
andlin# detention screens. Inside this periph- 
e crim™ eral security, psychiatric treatment 
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| state} intensive treatment patient buildings 
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pital faces the problem of public 
alarm if there is an elopement. It 
was felt the problem was no different 
than with other patients, and that 
public fears about this have tended 
to subside in recent years. Dr. Crom- 
well credited this change in public 
attitude to the wide use of volunteers 


cussion about psychiatric attitudes 
toward care of the so-called criminal 
insane be directed toward the public. 
Mental hospital administrators carry 
out the will of the public, but unless 
there is public education, mental hos- 
pitals will only be called upon to per- 
petuate public misconceptions. 
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The “criminal insane,” described as “accidental criminals,” can be just as amenable as any other mental patient. 
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Information and Comment Session 


Accrediting boards and procedures; Central Inspection Board; State Surveys; Administrative 
training programs; Joint Commission on Mental Illness and Mental Health. 






Discussion Leader: CHARLES K. BUSH, M.D., Washington, D. C. 


DR. 
A.P.A. Central Inspection Board bul- 


CHARLES BUSH of the 
letined current items of administra- 
tive interest and led a discussion of 


hospital inspection procedures. 


Administrative training program: 
The administrative training program 
has stemmed from the accreditation 
of mental hospital administrators by 
the A.P.A. Committee on Certification 
of Mental Hospital Administrators. 
At present there are courses at Co- 
lumbia University and the Menninger 
Foundation. Courses are being 
planned at the Universities of Cal- 
ifornia and Oklahoma. A pilot study 
is being made at Yale University. 


An A.P.A.-N.A.M.H. Joint Informa- 
tion Service has been established in 
the Central Office of the A.P.A. which 
will furnish a broad range of infor- 
mation on all aspects of training, re- 
search, treatment, prevention and op- 
erations in the fields of mental illness 
and health. All factual quantitative 
data will be consolidated and reports 
issued several times a year. Informa- 
tion will be made available to staff 
members of both organizations, men- 
tal health personnel, mental hygiene 
groups, public officials, legislators and 
others interested in the field. Inquiries 
from the general public will also be 
answered by this service. 

Hospital inspection procedures: 
Sketching the evolution and present 
status of hospital accreditation, Dr. 
Bush pointed out that A.P.A. hospital 
standards are set up by the Associa- 
tion’s Committee on Standards for 
Hospitals and Clinics. The new (1956) 
edition of the Standards covers pub- 


lic and private hospitals, schools for 
mental defectives, clinics, and _psy- 
chiatric units of general hospitals. 

For a long time, the American Col- 
lege of Surgeons inspected and rated 
mental hospitals. The A.P.A. Cen- 
tral Inspection Board was formed in 
1948. An agreement followed with the 
American College of Surgeons that 
the American Psychiatric Association 
would inspect and rate mental hos- 
pitals and the American College of 
Surgeons would inspect and rate gen- 
eral hospitals. In 1952 the Joint Com- 
mission on Accreditation of Hospitals 
was formed, made up of representa- 
tives from the American College of 
Physicians, American College of Sur- 
geons, American Hospital Association, 
and American Medical Association; 
later they were joined by the Cana- 
dian Medical Association. This group 
continued the A.P.A. agreement for- 
merly in force with the American 
College of Surgeons, the A.P.A. con- 
tinuing the inspection of mental hos- 
pitals and the Joint Commission on 
Accreditation the inspection of gen- 
eral hospitals. 

This agreement had several points, 
and one of them was that in A.P.A. 
inspections of mental hospitals, any 
units other than psychiatric units 
(such as the medical and surgical 
service, medical records, X-ray, and so 
forth), were to be rated according to 
the American College of Surgeons 
standards. In the inspection of a 
psychiatric unit in a general hospital 
by the Joint Commission on Accredi- 
tation of Hospitals, the A.P.A. stand- 
ards were to be used for the rating 
gauge. 
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Up to the present time, the Centr 
Inspection Board has inspected 1% 
of the 204 state hospitals, which is § 
per cent. Inspection of Veterans A¢. 
ministration neuropsychiatric hospi. 
tals was started this year, under a con 
tract calling for inspection of seven 
of their newer installations. This year 
also, six private hospitals were in 
spected and contracts for the inspec 
tion of several states have been r. 
ceived. No inspection has been mate 
of schools for mental defectives, but, 
with the recent establishment of 
standards, this work is now contem 
plated. 

A.P.A. inspection is carried out on 
a cost basis. It is based on the salar 
of the inspector, travel expense, 
clerical and administrative costs, and 
expenses incidental to issuing the re 
port. A prime problem has been se 
curing personnel to make the inspec 
tions. For several years, Dr. Ralph 
Chambers carried out the task alone. 
Three years ago he was joined by 
Dr. McDaniel, and since Dr. Cham 
bers’ retirement the staff has con 
sisted of Drs. McDaniel, Gaede, and 
Bush. In addition to the pressing 
problem of completing inspection o 
all hospitals, the problem of reit- 
spection looms. Hospitals rated fall 
into one of three categories: not ap 
proved, conditionally approved, o 
fully approved. An approved hospital 
should be reinspected in three years. 
Conditional approval is valid for 
three years, but reinspection for full 
approval may be requested within 3 
shorter period of time. Only about 
8% of the hospitals inspected are ap 
proved and a further 25% are con 
ditionally approved. Going back in 
history, Dr. Blain reminded _ those 
discouraged with the present record 
that around 1917 to 1919 only 10 per 
cent of the hospitals inspected by the 
American College of Surgeons wert 
approved. 

How does the A.P.A. inspection te 
late to qualification of a residenc 
program? it was asked. Requirements 
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for a residency program are outlined 
in a pamphlet which can be obtained 
from the American Medical Associa- 
tion’s Council of Medical Agencies. 

A review of A.P.A. standards in the 
direction of greater flexibility was 
called for by Dr. Ginsberg. Dr. Bush 
agreed that such a re-evaluation, par- 
ticularly of the standards first formu- 
lated for public hospitals, was desir- 
able. Commissioners and representa- 
tives of Commissioners meeting just 
before the Institute also recommended 
this. 

Dr. Duval said that standards are 
a guide line which should not be 
abandoned. The American College 
of Surgeons had developed certain 
standards which the A.P.A. used as a 
guide-line in its earliest formulations. 
As time went on, these standards were 
re-evaluated, reviewed and put into 
proper perspective as new treatments 
and programs developed. This should 
be an on-going process. Reassuring 
him on this point, Dr. Bush said no 
lowering of standards is contemplated. 
Revision would be in the direction 
that Dr. Duval indicated would be 
helpful. 


A hospital in limbo was reported 
by Dr. Davis of Louisiana, who asked, 
“How do we get out of it? We were 
not disapproved, we were not con- 
ditionally approved. Do we have to 
pay for another inspection?” Dr. 
Bush said the hospital was inspected 
before it was accepting patients. To 
get a rating, the hospital would have 
to be reinspected. This would not 
be contingent on a total state inspec- 


tion, but the hospital would have to 


pay expenses. 


State and national surveys: A.P.A. 
Surveys, under the direction of Dr. 
Daniel Blain, have been completed 
in Louisiana, Indiana, Kentucky, 
Arkansas, in Costa Rica in Central 
America, and the Butler Hospital in 
Rhode Island. Reports are near com- 
pletion in Pennsylvania, Ohio and 
lowa. These surveys study the re- 
sources of states and point out what 
the needs are for a comprehensive 
program to tackle the problems not 
now being met. On a national basis, 
the Joint Commission on Mental IIl- 
ness and Health, established by Con- 
gress under the Mental Health Study 
Act of 1955, is making a three-year 
analysis and re-evaluation of the hu- 





man and economic problems of men- 
tal illness. 


Social Security Act amendments: 
Recent amendments to the Social Se- 
curity law bring benefits not hitherto 
available to mental hospital patients. 
Congressional legislation authorizing 
monthly social security benefits for 
disabled workers at the age of 50 ap- 
plies to the mentally disabled if they 
have been covered by social security. 
The same amendments provide 
monthly benefits to disabled persons 
18 years old and over who are unable 
to work, provided they were disabled 
before the age of 18. Finally, the dis- 
ability freeze provision means that 
mental hospital patients need not lose 
eligibility for or suffer a reduction in 
the amount of future social security 
benefits for themselves or their fam- 
ilies. A document giving details about 
filing applications on behalf of men- 
tal patients has been prepared by Dr. 
Arthur B. Price, Chief Medical Con- 
sultant, Division of Disability Op- 
erations, Bureau of Old Age and Sur- 
vivors Insurance, Department of 
Health, Education and Welfare, and 
can be secured from the Mental Hos- 
pital Service. 

New research authorization: A new 
area of investigation and demonstra- 


tion was authorized under the terms 
of the Omnibus Health Bill, Mental 





Health Study Grant, Title 5, passed 
by the last Congress. This establishes 
a new grant program directed prin- 
cipally toward developing improved 
methods of diagnosis, care, treatment, 
and rehabilitation, and improvement 
of administration in institutions for 
the mentally ill. It also covers re- 
lated aspects such as how patients 
get to mental hospitals, alternatives 
to hospitalization, and care after dis- 
charge. The law enables the Public 
Health Service, upon the recommen- 
dation of the National Advisory Men- 
tal Health Council, to make such 
grants to state or federal agencies, uni- 
versity laboratories, and other public 
or private agencies, and to individ- 
uals, for investigations, experiments, 
demonstrations, studies, and research 
projects. 

An appropriation to implement the 
legislation will be sought now by the 
National Institute of Mental Health, 
Dept. of Health, Education and Wel- 
fare. Hospital personnel are urged 
to write Dr. Robert H. Felix, outlin- 
ing the type of research they would 
like to undertake. This information 
will help bulwark a budget request 
to the new Congress to get the pro- 
gram rolling. Administrators, who 
have long been hampered by lack of 
funds for original research in this 
important area, will have no paucity 
of ideas. 
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How Much Freedom Do We Give Our Patients? 


We hear more and more about freedom for patients. The “open 
hospital” is becoming a talisman of progress. Yet nowhere is there 
information on a broad scale about how many patients actually re- 


The Architectural Study Project, defining “freedom” as the privi- 
lege of leaving wards accompanied or unaccompanied, is undertak- 
ing to answer this question. “How many patients, of what behavior 
classification, have what degree of freedom at this time?” are the 
questions on which they are seeking information, by means of a one- 
page questionnaire which has been sent to 339 Federal, State, Pro- 
vincial and County Hospitals in the United States and Canada.* 

The initial study will establish a base-line from which trends can 
be developed in future years. The information will reflect security 
practices which have significance for architectural planning. 

The form was sent two weeks ago and already more than 26% of 
the hospitals have replied. If you have not already done so, please 
complete and return your form as soon as possible. The nursing de- 
partment seems best able to obtain the data required efficiently and 


The results of the study will be made available in published form 
and participating hospitals will receive a copy of the complete re- 


* Listed as mental hospitals in the A.H.A.’s Administrators’ Guide. 


















State, Provincial and Private 
Programs for the Aged 


Discussion Leader: S$. D. POMRINSE, M.D., Washington, D. C. 


Programs are urgently needed which will take the aged out of the mental hos- 
pitals, if they do not require an active treatment program. Recent developments 


show promise and additional studies must be encouraged. 


WHILE THERE IS little question 
that older persons in mental hospitals 
may suffer an acute episode where 
treatment is necessary, there are some 
for whom this is a transitory stage. 
They still need some type of care, but 
can gain nothing from the specialized 
psychiatric facilities of a mental hos- 
pital. 

Estimates are that patients over 65 
make up 25 per cent of the patients in 
mental hospitals, and the number is 
increasing as the number of older peo- 
ple in our population increases. 

Mental hospitals are medical insti- 
tutions, and should be concerned only 
with treatment programs. From the 
standpoint of the most economical 
return on the tax dollar, care outside 
a mental hospital is much cheaper, 
since other institutions do not have to 
maintain the expensive medical fa- 
cilities of a hospital. 

Taking a hard look at their patient 
population in the older age group and 
reassessing their need for hospitaliza- 
tion, Institute members reported: 

A 500-patient geriatric building in 

Arizona where evaluation showed 

100 patients could be placed in out- 

side care with minimal supervision. 


Two hospitals in Kentucky where 
it was found 24 per cent of the pa- 
tients no longer needed psychiatric 
hospitalization. 


Out of 5,000 patients in Mississippi, 
1,200 could be moved to an institu- 
tion providing custodial and mini- 


mal nursing care. No such facility is 

available. 

How can programs to care for this 
group of elderly people outside of 
mental hospitals be financed? Can 
public assistance funds be used for this 
purpose? Is there a conflict in state 
laws that prevents this? Is there some 
stipulation in the Federal matching 
funds for public assistance which rules 
out their use for patients discharged 
from mental hospitals to nursing 
homes, halfway houses, foster home 
care, and similar post-hospital care 
arrangements now developing? 


Federal Aid Clarified 
Clarification of this point was 
sought later by the A.P.A. Mental 
Hospital Service from the Department 
of Health, Education and Welfare. 
The following statement was prepared 
by the Department, based on official 
policies: 
Old-age assistance, as defined in the 
Federal legislation governing grants- 
in-aid to State welfare departments, 
does not include payments to o1 
care on behalf of any individual 
who is an inmate of a public insti- 
tution (except as a patient in a 
medical institution) or any indi- 
vidual who is a patient in an insti- 
tution for mental diseases, or who 
has been diagnosed as having a psy- 
chosis and is a patient in a medical 
institution as a result thereof. Some 
State welfare departments may 
make such payments, but Federal 
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J. Santangelo, M.D., Miss.; William S. Simpson, M.D., Kan.; Sidney J. Til- 
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lim, M.D., Nev.; Paul ]. Tomlinson, M.D., N.Y.; Samuel Wick, M.D.., Ariz. 


funds are not forthcoming for such 
payments to the above groups. 


For individuals referred to as “on 
leave, trial visit, parole but still 
carried on the active files’ of the 
institution, the question of Federal 
funds also being available to the 
State for assistance expenditures de- 
pends upon whether the individual 
is still under the control of the men- 
tal institution as inmate or patient. 
“Control,” in this sense, is the right 
of the institution (generally ob 
tained through a court order) to ex- 
ercise supervision over the individ- 
ual including dominion and power 
of decision as to his movement. 
Therefore, it is not necessary for 
the patient to be physically present 
within the walls of the institution 
to fall within the classification of 
“inmate” or “patient in”. 


On the other hand, when the in- 
stitution does forego its control and 
permits the individual (or his 
guardian) to make his own deci 
sions, particularly with regard to 
movement, the individual is no 
longer an inmate or patient of the 
institution and old-age assistance 
payments to him or medical care in 
his behalf can be submitted by the 
State for Federal matching. 


Local Health Agencies Assist 

The possibility of working with 
local health departments was called 
to the attention of mental hospital 
administrators by Dr. S. D. Pomrinse, 
the discussion leader. For example, 
in Georgia public health nurses coun- 
sel families of mental hospital pa 
tients. They visit them, learn their 
problems, interpret the patient’s con- 
dition, encourage the family to stick 
by the patient while he is hospitalized, 
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and ease his acceptance when dis- 
charged. 

Hospitals’ burdens could be less- 
ened through prevention of mental ill- 
ness, and Dr. Pomrinse described suc- 
cessful community recreational pro- 
grams for the aged in New York City 
and Minneapolis. Representatives 
from the “retirement states” of Florida 
and California gave enthusiastic en- 
dorsement to this idea. Dr. Benbow 
of Florida felt there should be a pre- 
retirement program of education in 
use of leisure time, saying that inac- 
tivity seems to produce a correlated 


deterioration, physically and mentally. 

Discussion showed that national sta- 
tistics on the number of older people 
in mental hospitals are an average of 
a wide spectrum of local conditions. 
Rural areas have a tendency to solve 
the problem without resorting to hos- 
pitalization, while the metropolitan 
New York area finds that approxi- 
mately 50 per cent of the admissions 
to State psychiatric hospitals are in 
the senile age group. A Mississippi 
doctor cited a hospital where 65 per 
cent of the population is over 65; 
some have outlived their relatives and 
have no home. 


Recovery Judged Symptomatically 


“What constitutes recovery in a 
senile patient?” someone asked. Dis- 
cussants agreed it is difficult to define. 
Certain symptoms of dementia may not 
be eradicated, though some overlying 
symptoms disappear, so that recovery 
is judged on a symptomatic level. Dr. 
Pomrinse said the problem of defi- 
nition is similar to the problem of 
defining rehabilitation of the elderly 
person. Restoration of self-care is re- 
garded as the goal of rehabilitation of 
the aged, rather than vocational re- 
habilitation, he said. 


An administrator of a private hos- 
pital, Dr. G. Wilse Robinson, Jr., 
questioned whether older people are 
teally being given the benefit of psy- 
chiatric therapy. He recommended 
both a more intensive program for 
those who might be helped, and less 
futile efforts in this direction for those 
dearly unable to be reached. First, 
he felt, all patients should have the 
benefit of thorough examination, di- 
agnosis, and treatment. No patient 
should be automatically stigmatized 
a hopeless because of age. Then the 
deteriorated elderly psychotic patient 


The rehabilitation goal for elderly 
their self-sufficiency and capacity 


who does not respond to treatment 
should receive a different type of care. 
He described such a unit. His con- 
tention was that these people get 
along better with people their own age 
than in a family situation. The unit 
costs 40 per cent less per patient than 
an active treatment ward, and patients 
who had been severe problems im- 
proved. They adjusted to their sur- 
roundings in about a month, seemed 
to enjoy the companionship of other 
members of the unit, and were con- 
tented. Environmental factors pro- 
duced results where active treatment 
did not. Dr. Simpson of Kansas ques- 
tioned whether the age group is im- 
portant, since there are examples of 
improvement when seniles live with 
young people. He suggested the im- 
portant factor was that the patients 
were living with folks who liked 
them. 


Federal Programs Outlined 


Several national programs for older 
people which mental hospital per- 
sonnel will want to watch were men- 
tioned by Dr. Pomrinse. In addition 
to the many regular programs of Fed- 
eral agencies, special efforts are being 
made to coordinate work relating to 
this age group and to initiate and 
push new ideas. The President has 


patients must be the restoration of 
to form harmonious relationships. 


appointed a Federal Council on the 
Aged. This is a top policy group com- 
posed of all government agencies car- 
rying out work related to this field. 
The Council held a Federal-State Con- 
ference on the Aged in June, 1956, 
and is now carrying forward the rec- 
ommendations made at this meeting. 
An inventory of Federal programs is 
in preparation, as are community 
study pamphlets. The Department of 
Health, Education and Welfare has a 
departmental ‘committee on aging. 
A center for research has been estab- 
lished by the Public Health Service to 
carry out intensified research in the 
processes of both mental and organic 
aging, and its Bureau of State Services 
is working to develop community pro- 
grams through state health depart- 
ments. 

In addition to these special pro- 
grams in the executive branch, Con- 
gressional interest in securing more 
information about what needs to be 
done was expressed by the introduc- 
tion of a bill by Senators Hill and 
Kennedy. Appropriations will be 
sought for public hearings to be held 
throughout the country to explore 
good programs for the aged. These 
hearings may result in additional 
Federal grants-in-aid to the states for 
aged citizens. 
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Enfield Receiving Hospital, Adelaide 
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FERRIER, DR. GEO. C., Asst. Supt. 
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FLADAGER, M. M., R.P.N., Deputy Dir. 
of Nurses, 
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GAULD, DR. WM. HARVEY, Asst. Supt., 
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GRANGER, DR. HARRY P., 

Chest Diseases Div., Ontario Hospital, 

Woodstock 

HAGAN, DR. JOHN N., Supt., 

Ontario Hospital, Toronto 

IZUMI, K., Architect, Izumi, 
Sugiyama, Regina, Sask. 

LAWSON, DR. F. S., 

Dept. Public Health, Regina, Sask. 

LEWIS, DR. C. H., 

Ment. Health Div., Dept. Health, Toronto 

MacLEAN, RANDALL R., Dir. Ment. 
Health Div., 
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MacPHERSON, DR. ALEXANDER D., 

Prov. Mental Institute, Edmonton, Alta. 

McCAUSLAND, DR. ARCHIBALD, Med. 
Supt., Ontario Hospital, London 

McCRAIG, DR. C. H., Supt., 
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RANDS, STANLEY, Deputy Dir., 

Psych. Serv., Department of Public Health, 
Regina, Sask. 

ROBERTS, DR. C. A., 

Dept. of Natl. Health and Welfare, 

Ottawa, Ont. 


SCHUTT, DR. CHARLES C., Asst. Supt., 
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WALSH, DR. J. FRAZIER, 


Asst. Supt., Hosp. for Ment. & Nerv. Dis- 


eases, St. Johns, Newfoundland 


WEBER, DR. W. H., Asst. Supt., 
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ARIZONA 


WICK, SAMUEL, M.D., Director, 
State Hospital, Phoenix 


ARKANSAS 


BENNETT, BYRON A., M.D., 

Arkansas State Hospital, Little Rock 

CARNAHAN, ROBERT G., M.D., 

Acting Supt., Arkansas State Hospital, 
Little Rock 

HAWKINS, W. B., VA Hospital, 

North Little Rock 


STERLING, HAROLD, M.D., 


-VA Hospital, North Little Rock 
CALIFORNIA 


ADAMS, BURTON W., M.D., Med. Dir., 
Three Oaks Sanitarium, Walnut Creek 
ADAMS, EVELYN, R.N., Manager, 
Three Oaks Sanitarium, Walnut Creek 
APPLEGATE, CARL E., 
Dept. of Mental Hygiene, Sacramento 
ARCADI, V. G., M.D., Dir. Clin. Serv., 
State Hospital, Atascadero 
CRAIG, RAYMOND W., Public Health 
Serv., Region IX, San Francisco 
GOODMAN, R. V., JR., Asst. Supt., 
State Hospital, Porterville 
HELSEL, LEE, Dept. Mental Hygiene, 
Sacramento 


KUNTZELMAN, NEVA, R.N., Nursg. 
Superv., 

Lincoln Park Retreat, Los Angeles 
MACE, NORMAN C., Director Profes- 


sional Services, 
VA Hospital, Sepulveda 
MARTIN, ELIZABETH, O.T., 
Lincoln Park Retreat, Los Angeles 





MILLER, THEO K., M.D., Supt., 

Napa State Hospital, Imola 

NELSON, MRS. CLEO, C.R.L., VA Center, 
Los Angeles 

PINE, JAMES A., Administrator, 

Lincoln Park Retreat, Los Angeles 
RAPAPORT, WALTER, M.D., Director, 


Dept. of Mental Hygiene, Sacramento 

REMMEL, ELIZABETH B., R.N., Superv., 

In-Patient Serv., Mt. Sinai, Los Angeles 

SEILER, ELIZABETH, R.N., 

U.C.L.A. Medical Center, W. Los Angeles 

SHELTON, JAMES T., M.D., 

Supt. & Med. Dir., State Hosp., Porterville 

SLOATE, NATHAN, 

Chief, Social Service, Dept of Mental Hy- 
giene, Sacramento 

STAINBROOK, EDWARD, M.D., 

Univ. Southern California, Los Angeles 

TIPTON, G. D., M.D., 

Supt. & Med. Dir., DeWitt State Hospital, 
Auburn 

WILLIAMS, FRANCES A., 

U.S.P.H.S. Region IX, San Francisco 

WRIGHT, LILLYAN W., R.N., 

Unit Supervisor, Psych. Serv., 

VA Hospital, Oakland 


COLORADO 


ANDERSON, CARL L., Chief, 

US.P.HS., Region VIII, Denver 

ATKINS, GLENN W., 

VA Hospital, Denver 

BARTLEY, THOMAS L.., 

Admin. Officer, State Hosp., Pueblo, Colo. 

BOSCH, MEINDERT, Bus. Admin., 

Bethesda San., Denver 

BRADY, E. JAMES, M.D.., 

Medical Dir., Brady Hospital, Colorado 
Springs 

FINK, HANS, M.D., 

Univ. of Colo. Medical Center, Denver 

GALVIN, JAMES, M.D., Medical Dir., 

Colorado Psychopathic Hospital, Denver 

GASKILL, HERBERT S., M.D., 

Univ. of Colo. Medical Center, Denver 

KENT, EMMA M., M.D., 

Colorado Psychopathic Hospital, Denver 

KOHL, IRENE, 

U.S.P.H.S. Region VIII, Denver 

KUSNER, CORA, Dietitian, 

Colorado State Hospital, Pueblo 

LOCKETZ, HAROLD, M.D., 

Univ. of Colo. Medical Center, Denver 

LOSO, DORIEN J., U.S.P.H.S. 

Region VIII, Denver 

MacDONALD, JOHN, M.D., 

Univ. of Colo. Medical Center, Denver 

MORGAN, HOWARD P., M.D., Mgr., 

VA Hospital, Ft. Lyon 








RAUSCH, JOAN C., 

VA Hospital, Denver 

STUBBLEFIELD, ROBERT L., M.D., 
Colorado Psychopathic Hospital, Denver 
SUTTON, JOE, Assistant Manager, 

VA Hospital, Ft. Lyons 

WOODFIN, LYLE, L., M.D., 

VA Hospital, Denver 

ZIMMERMAN, F. H., M.D., Supt. 
Colorado State Hospital, Pueblo 


CONNECTICUT 

BLASKO, JOHN J., M.D., Comnr., 

Department of Mental Health, Hartford 
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President, A.P.A., Institute of Living, 
Hartford 

DE LA VERGNE, P. M., M.D., 


Supt. and Med. Dir., Undercliff Hospital, 


Meriden 
DONNELLY, JOHN, M_.D., 
Institute of Living, Hartford 
GREEN, WILLIAM F., M.D., Supt., 
Fairfield State Hospital, Newtown 
HILL, CLARKSON, Business Manager, 
Institute of Living, Hartford 
WHITING, HARRY S., M.D., 
Asst. Supt., Conn. State Hospital, Middle 
town 
WILLIAMS, T. GLYNE, M.D., 
Yale University School of Medicine, 
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Connecticut State Hospital, Middletown 
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rARUMIANZ, ALEXIS, Bus. Adminstr., 
Delaware State Hospital, Farnhurst 
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BLAIN, DANIEL, M.D., Med. Dir., 
American Psychiatric Association 
BUSH, CHARLES K., M.D., 

Chief, A.P.A. Central Inspection Board 
CASEY, JESSE F., M.D., Director, 

P. & N. Service, VA Central Office 
DUVAL, ADDISON M., M.D., 

Asst. Supt., St. Elizabeths Hospital 
GAEDE, DAVID C., M.D., 

\.P.A. Central Inspection Board 
GINSBERG, S. T., M.D., 

Chief, Psych. Division, P. & N. Serv., 
VA Central Office 


JOHNSON, DOROTHY M., Soc. Wk., 
Traing. & Res., 

VA Central Office 

KEENAN, BETTY, Editorial Asst., 


\.P.A. Mental Hospital Service 
OVERHOLSER, WINFRED, M.D., 
Supt., St. Elizabeths Hospital 
OZARIN, LUCY D., M.D., Director, 
\.P.A. Architectual Study Project 
PERRY, MRS. JANE, Dir. Field Serv., 
A.P.A. State Survey Office 
PETTIT, MANSON B., M.D., 
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Bureau of State Services, U.S.P.H.S. 
RICHARDSON, DOROTHY M.., 
\.P.A. Central Inspection Board 
ROBINSON, ROBERT L., 

A.P.A. Public Information Officer 


TUMA, HUSSAIN, Ph.D., 
Research Assoc., A.P.A. Architectural Study 
Proj. 





VOSBURGH, PAT, Chief, 


Editorial Department, A.P.A. Mental Hos- 


pital Service 
WOODWARD, PHYLLIS, Admin. 
A.P.A. Mental Hospital Service 


FLORIDA 
BENBOW, JOHN T., M.D., Clin. Dir., 
Florida State Hospital, Chattahoochee 
EICHERT, ARNOLD H., M.D.. Supt.. 
South Florida State Hospital, Hollywood 
HIBBS, SAMUEL G., M.D., Med. Dir., 
Anclote Manor, Tarpon Springs 
SCHULTZ, WALTER, Architect, 
Reynolds & Hills, Jacksonville 


ILLINOIS 


BELINSON, LOUIS, M.D., 

State Hospital, Jacksonville 

BOURKE, WILLIAM W., M.D., Mgr. 

VA Hospital, Downey 

BUSSARD, LAWRENCE A.., 

State Dept. Public Welfare, Springfield 

DOLAN, DOROTHEA L., 

U.S.P.HS., Region V, Chicago 

HLETKO, PAUL, M.D., 

Illinois Dept. Public Welfare, Chicago 

KLEIN, ROBERT H., Consultant. 

\.P.A. Mental Hospital Service, Chicago 

MOYER, Mrs. GRACE SIMS, 
Rehab., 

State Dept. Public Welfare, Springfield 

ODOM, CLEVE C., M.D., Supt., 

State Hospital, Kankakee 

SABOLSICE, D. LOIS, R.N.. 

Michael Reese Hospital, Chicago 

SLICER, ALFRED, Asst. Depy. Dir.. 

Rehab., Ment. Health Serv., 

State Dept. Public Welfare, Chicago 

STECK, R. C., M.D., Supt. 

State Hospital, Anna 


INDIANA 


ANDERSON, MILTON H., M.D., 

Med. Supt. Woodmere State Hospital, 
Evansville 

BRENIZER, WILLIAM, Bus. Admin.. 

State Hospital, Richmond 

CALCATERRA, DON, Bus. Admin., 

State Hospital, New Castle 

CANGANELLI, VINCENT G., M.D.. 

Norways Foundation Hosp., Indianapolis 

CANGANELLI, Mrs. VINCENT G.. 

Norways Foundation, Indianapolis 

DEAN, H. T., Bus. Admin., 

State School, Ft. Wayne 

DOLNICK, BERNARD, Supt., 

State School, Ft. Wayne 

GOSTEE, VICTOR, Bus. Admin., 

LaRue Carter Hospital, Indianapolis 

JORDON, RALPH W., Bus. Admin.. 

State Hospital, Madison 

MAINES, A. L., Bus. Admin., 

State Hospital, Logansport 

McATEE, O. B., M.D., Supt. 

State Hospital, Madison 

MEYER, HANS, M.D., Clin. Dir.. 

Muscatatuck State School, Butlerville 

MOORE, DONALD, M.D., Med. Dir., 

LaRue Carter Hospital, Indianapolis 

MORGAN, MARGARET, M.D., Comnr., 

Div. Mental Health, Indianapolis 

MOSIER, J. M., M.D., Supt., 

State Hospital, New Castle 

SOUTHWORTH, JOHN W., M_D., 

State Hospital, Logansport 

WEINLAND, G. C., M.D., 

LaRue Carter Hospital, Indianapolis 


Asst., 


Div. Voc. 


IOWA 
CATLIN, KARL A., M.D., Supt., 
Mental Health Institute, Clarinda 
CROMWELL, J. O., M.D., Supt., 
Mental Health Inst., Independence 


KANSAS 


BAIR, H. V., M.D., Supt., 

State Hospital, Parsons 

BARTMAN, RICHARD E., M.D., 

State Training School, Parsons 

BAY, ALFRED PAUL, M.D., Supt., 

State Hospital, Topeka 

CRAVEN, CARMELITA F., R.N., 

State Department Social Welfare, Tope 

DOLGOFF, THOMAS, Exec. Asst., 

Menninger Foundation, Topeka 

ENGELBRECHT, MRS. ELEANOR. 

State Dept. of Social Welfare, Topeka 

HAMMOND, SUE, R.N., 

Menninger Memorial Hospital, Topeka 

HESHER, E. WAYNE, Bus. Mgr., 

State Hospital, Larned 

JACKSON, G. W., M.D., 

Div. Institutional Management, 

State Dept. of Social Welfare, Topeka 

JOHANSON, FORREST, 

Hosp. Admin. Off., Menninger Foundation 
Topeka 

JOHNSON, EMMETT R., M.D., 

State Hospital, Larned 

KATZ, JEROME, M.D., Asst. Dir., 

Menninger Memorial Hospital, Topeka 

KEATING, WILLIAM, M.D., 

Menninger Foundation, Topeka 

KLEMMER, HERBERT, M_D., 

Asst. Dir., Dept. Educ., Menninger Found 
Topeka 

MALBAN, JOHN, Exec. Asst., 

Dept. Educ., Menninger Found., Topeka 

MILLS, J. RUSSELL. Bus. Mgr., 

State Hospital, Osawatomie 

MORROW, THOMAS F., M.D.. 

Prairie View Hospital, Wichita 

PAWL, EUGENE, Staff Asst. Personnel, 

State Hospital, Osawatomie 

POWELL, BETH, R.N.. 

Menninger Memorial Hospital, Topeka 

REED, P. L., Personnel Director, 

State Hospital, Larned 

SHEFFEL, IRVING. Controller. 

Menninger Foundation, Topeka 

SIMPSON, WILLIAM S., M. D., 

Clinical Dir., State Hospital, Topeka 

SMITH, FRANK V., Jr.. M.D., 

State Hospital, Topeka 

YOUNG, RALPH E., Bus. Mgr.. 

State Hospital, Topeka 

Yee, A. €.., 

State Dept. of Social Welfare, Topeka 

ZUBOWICZ, GEORGE, M.D., Supt. 

State Hospital, Osawatomie 


KENTUCKY 


DUNCAN, MRS. ELIZABETH, R.N., 
Kentucky State Hospital, Danville 
FOX, WALTER, M.D., Acting Supt. 
Central State Hospital, Lakeland 
FOX, MRS. MARGARET, 
Department of Mental Health, Louisville 
FRASER, EWEN L., M.D., Clin. Dir., 
Eastern, State Hospital, Lexington 
GRAGG, LOGAN, Jr.. M.D., Supt., 
Eastern State Hospital, Lexington 
INGLE, DANA L., 

Department of Mental Health, Louisvilt 
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KNOWLES, R. R., M.D., Clin. Dir., 

Kentucky State Hospital, Danville 

LOIJA, MRS. ELEANOR, R.N., 

Dept. of Mental Health, Louisville 

LUND, LEONARD C., M.D., Clin. Dir., 

Western State Hospital, Hopkinsville 

McDONALD, J. E., Bus. Admin., 

Central State Hospital, Louisville 

McPHEETERS, HAROLD L., M.D.., 

Dept. of Mental Health, Louisville 

O'BRIEN. ETHEL H., M.D., 

Asst. Clin. Dir., 

Central State Hospital, Lakeland 

POWELL, LORETTA, R.N., Nurs. Coord., 

Department of Mental Health, Louisville 

SHROPSHIRE, DONALD G., Bus. Admin., 

Eastern State Hospital, Lexington 

STANLEY, JOHN, Director, 

Div. Bus. Admin., Dept. Mental Health, 
Louisville 

TOWNER. MRS. ANNE, Dir. Soc. Serv., 

Central State Hospital, Lakeland 


LOUISIANA 
DAVIS, GEO. W., Jr.. M.D., Clin. Dir., 
§.E. Louisiana State Hospital, Mandeville 
HINE, FREDERICK R., M.D., 
Coordinator of Research, 
§.E. Louisiana State Hospital, Mandeville 
ZIZKA, REV. ERNEST, Chaplain, 
Centr. Louisiana State Hospital, Pineville 


MAINE 
BOWMAN, PETER W., M.D., 
Med. Supt., State School, Pownal 
ZELTZERMAN, ISRAEL, M.D., 
VA Hospital, Togus 


MARYLAND 
HEWITT, ROBERT T., M. D., 
N.LM.H., Bethesda 
KNEE, MRS. RUTH, 
N.LM.H., Bethesda 
MORGAN, TIRZAH M., R.N., 
N.ILM.H., Bethesda 
PLAZAK, DEAN J., M.D., 
U.S. Naval Hospital, Bethesda 


MASSACHUSETTS 
BROWN, ESTHER LUCILE, Ph.D., 
Dir., University & Community Relations, 
Boston Univ. School of Nursing, Boston 
EWALT, JACK R., M.D., Comnr., 
Department of Mental Health, Boston 
SIMON, BENJAMIN, M.D., Dir., 
Ring Sanatorium, Arlington 
STANTON, ALFRED H., M_D., 
McLean Hospital, Waverley 


MICHIGAN 

BAX, GERALD A.. Bus. Exec., 

State Hospital, Pontiac 

BROWN, P. N., M.D., 

State Hospital, Northville 

BUTER, GORDON H., Bus. Mgr., 

Pine Rest Christian Assn., Grand Rapids 

CHRISTMAN, LUTHER P., R.N., 

Nurs. Consult., Dept. Mental Health, 
Lansing 

COOK, GEORGE H., M_D., 

Asst. Med. Supt., State Hospital, Ionia 

DICKERSON, WILLARD W., M_D., 

Supt., State Hospital, Caro 

GILL, J. J., Bus. Exec., 

State Hospital, Northville 

HODGES, JAMES C., Asst. Dir., Dept. of 
Mental Health, Lansing 

HOLDER, CHARLES C., M_D., 

State Hospital, Kalamazoo 


KERR, KENNETH G., Steward, 

State Hospital, Caro 

LaCORE, IVAN A., M.D., Med. Supt., 
State Hospital, Pontiac 

LEMKE, JOSEPH, Assoc. Dir., 

St. Clair Hospital, Detroit 

LOUISELL, JAMES, M.D., 

Ft. Custer State Home, Augusta 

MOORE, KENNETH B., M.D., Clin. Dir., 
State Hospital, Ypsilanti 

MURRAY, GRACE B., Dept. Admin., 
Dept. of Mental Health, Lansing 
OBENAUF, WALTER H., M_D., 

Asst. Med. Supt., State Hospital, Ypsilanti 
OLSEN, A. L., M.D., 

VA Hospital, Battle Creek 

OVERBAY, CHARLES B., M_D., 

State Hospital, Kalamazoo 

SCHIEVE, GEORGE R., Bus. Exec., 
State Hospital, Ypsilanti 

SMITH, EARL T., Bus. Exec., 

State Home and Training School, Lapee 
STEHMAN, V. A., M.D., Dep. Dir., 
Department of Mental Health, Lansing 
WAGG, CHARLES F., Dir., 

Dept. of Mental Health, Lansing 
WALKER, THOMAS C. 

State Hospital, Kalamazoo 

WERBACK, DONNA M., Dept. Admin., 
Dept. of Mental Health, Lansing 
YODER, R. R., M.D., 

Asst. Med. Supt., State Hospital, Northville 


MINNESOTA 


CARLGREN, CONSTANCE G., R.N.., 

Med. Services Div., Dept. Public Welfare, 
St. Paul 

HOFFMANN, R. F., Asst. Supt., 

State Hospital, Fergus Falls 

KARLINS, MRS. MIRIAM, Vol. Serv. 
Coord., 

Department of Welfare, St. Paul 

KJENAAS, MRS. NANCY, 

Department of Welfare, St. Paul 

KOZBERG, OSCAR, M.D., Clin. Dir., 

State Hospital, Moose Lake 


MISSISSIPPI 


HEAD, JOHN J., M.D., Clin. Dir., 

State Hospital, Whitfield 

HUDSPETH, C. SETH. Exec. Secy., 
Bd. Trustees Ment. Institutions, Jackson 
JAQUITH, WILLIAM L., M_D., Dir., 
State Hospital, Whitfield 
SANTANGELO, ANTHONY J., M.D., 
Dir., East Miss. State Hospital, Meridian 


MISSOURI 


ATCHINSON, SISTER JOSEPHINE, R.N., 
St. Vincent’s Hospital, St. Louis 
BANET, S. R., M.D., 

St. Vincent’s Hospital, St. Louis 
BUSCH, ANTHONY K., M_D., 

Clin. Dir., State Hospital, St. Louis 
BRACKNEY, MRS. HARRIET W., 
Neurological Hospital, Kansas City 
GRECO, JOSEPH, Asso. Dir., 

Barnes Hospital, St. Louis 

MORTON, DAVID P., M.D., 

VA Hospital, Jefferson Barracks 
MULVANNY, SISTER GERALD, R.N., 
St. Vincent’s Hospital, St. Louis 
ROBINSON, G. WILSE, Jr., M.D., 
Neurological Hospital, Kansas City 


NEBRASKA 


DOAN, DUAINE IL., M._D., 
Veterans Administration Hospital, Omaha 


HOOK, MARJORIE, 

Psychiatric Institute, Omaha 

INGHAM, CHARLES G., M_D., 

Supt., State Hospital, Norfolk 

KRUSH, THADDEUS P., M.D., 

Psychiatric Institute, Omaha 

MAJKA, FRANK A., M.D., 

Chief, N.P. Serv., Veterans Administration 
Hospital, Omaha 

MESNER, DELBERT, 

Psychiatric Institute, Omaha 

MULLER, THERESA, R.N., Dir. Grad. 
Nurse Program 

Psychiatric Institute, Omaha 

SCHOLDER, AVIS, R.N., Dir. of Nurses, 

Psychiatric Institute, Omaha 

SPRADLING, F. L., M.D., 

Supt., State Hospital, Lincoln 

WITTSON, CECIL L., M.D., Dir., 

Nebraska Psychiatric Institute, Omaha 

WOLFORD, JACK A., M.D., Supt., 

Hastings State Hospital, Ingleside 


NEVADA 


TILLIM, SIDNEY J., M.D., Supt., 
State Hospital, Reno 


NEW HAMPSHIRE 


HOLT, EARL K., M.D., Supt., 

State Hospital, Concord 

McLANE, JOHN R., Jr., 

Bd. of Trustees, State Hospital, Concord 


NEW JERSEY 


BRUNT, HARRY H., Jr., M.D., 

Med. Dir., State Hospital, Ancora, Ham- 
monton 

GARBER, ROBERT S., M.D., Supt., 

New Jersey Neuro-Psychiatric Institute, 
Princeton 

GORDON, J. BERKELEY, M_.D., 

State Hespital, Marlboro 

MAGEE, HAROLD S., M.D., Supt., 

State Hospital, Trenton 

NEAL, JOHN T., JR., Bus. Mgr., 

State Hospital, Greystone Park 

STEFENAK, MRS. ANN, R.N., 

Dir. Nurses, Essex Cy. Overbrook Hospital, 
Cedar Grove 


NEW MEXICO 


STILLINGER, CECIL G., M.D., Supt., 
State Hospital, Las Vegas 


NEW YORK 


BECKENSTEIN, NATHAN, M_D., Dir., 
State Hospital, Brooklyn 

BUCKMAN, CHARLES, M_.D., Dir., 
State Hospital, Kings Park 

DAVIES, AUSTIN M., Exec. Asst., 
APA Office, New York 

GORTON, JOHN, R.N., Asst. Dir., 
National League for Nursing, New York 
GREENSBERG, CHARLES, M_.D., Dir., 
Craig Colony, Sonyea 

HILLS, GRANVILLE, 


Dir. Personnel, State Mental Hygiene, 
Albany, N. Y. 

KRIS, ELSE B., M.D., ; 

After-Care Clin., Dept. Ment. Hygiene, 


New York 
LEITCH, M. ANNIE, R.N., 
Assoc. Exec. Secy., Amer. Nurses Assn., 
New York 
LaBURT, HARRY A., M_D., Sr. Dir., 
Creedmoor State Hosp., Queens Village 
LANG, LEONARD C., M.D., 
State Hospital, Buffalo 
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LOPEZ, LOUIS V., M.D., Mgr., 

VA Hospital, Canandaigua 

MILLER, JOSEPH S. A., M.D., 

Hillside Hospital, Glen Oaks 

O'NEILL, FRANCIS J., M.D., Dir., 

State Hospital, Central Islip 

PLEASURE, HYMAN, M.D., Dir., 

State Hospital, Middletown 

ROSS, MABEL, M.D., 

U.S. Public Health Service, New York 
SAREYAN, ALEX, Exec. Dir., 

Mental Health Materials Ctr., New York 
SCHILLINGER, ARNOLD A., M.D., 
Manager, VA Hospital, Northport, L. I. 
SCHUTKEKER, BRUNO G., M.D., 
Chief, NP Serv., VA Hospital, Buffalo 
STEVENSON, GEORGE S., M.D., 

Natl. Assn. for Mental Health, New York 
SWIGART, RICHARD P., 

Natl. Assn. for Mental Health, New York 
rERRENCE, C. F., M.D., Dir., 

State Hospital, Rochester 

FOMLINSON, PAUL J., M.D., 
Creedmoor State Hospital, Queens Village 
rRAVIS, JOHN H., M.D., Dir,, 
Manhattan State Hospital, Ward’s Island 
VOSBURGH, ELIZABETH A., M.R.L., 
Med. Rec. Libr., Basset Hospital, Coopers- 
town 


NORTH CAROLINA 


MUIRHEAD, SAMUEL J., 
VA Hospital, Salisbury 
VITOLS, MINTAUTS M., M.D., 
Actg. Supt., State Hospital, Goldsboro 


M.D., Mgr., 


NORTH DAKOTA 


FREEMAN, JOHN G., M.D., 

Clin. Dir., State Hospital, Jamestown 
MATTISON, DALE C., Hosp. Admin., 
State Hospital, Jamestown 


OHIO 


BECKMAN, FREDRIK W., 

Div. Ment. Hygiene, Dept. Ment. Hyg. & 
Correction, Columbus 

BELLIS, CLARK, 

Longview State Hospital, Cincinnati 

BELLIS, MRS. GERTRUDE, 

Longview State Hospital, Cincinnati 

DAVIDSON, LAURA A., R.N., 

Chief, Nurs. Serv., VA Hosp., Chillicothe 

DILLON, LOWELL O., M_D., 

Division Mental Hygiene, Columbus 

EVANS, HARRISON S., M.D., Co-Dir., 

Harding Sanitarium, Worthington 

HAINES, ROBERT A., M.D., Supt., 

Longview State Hospital, Cincinnati 

HANSPLANT, MRS. FRANCES, R.N., 

VA Hospital, Chillicothe 

HINKO, EDWARD, M._.D.., 

Cleveland Receiving Hospital, Cleveland 

KIRCH, PAUL, M.D.. 

State Hospital, Columbus 

LATTA, JOHN D., M.D., 

Asst. Supt., Receiving Hospital, Portsmouth 

RISTINE, L. P., M.D., Coranr., 

Dept. of Mental Hygiene, Columbus 

STEPHENS, FRANCIS M., M.D., 

Longview State Hospital, Cincinnati 

WEDEMEYER, MARLIN R., M.D., 

Supt., State Hospital, Columbus 


OKLAHOMA 


BURDICK, A. M., Bus. Mgr., 
Western State Hospital, Ft. Supply 
COLLINS, OPAL F., Registrar, 
Eastern State Hospital, Vinita 


DONAHUE, HAYDEN H., M.D., Comnr., 

Dept. Mental Health, Oklahoma City 

DONOVAN, JOEL W., Chief Soc. Wrk., 

Western State Hospital, Ft. Supply 

DUGGER, JEWELLE, Bus. Mgr., 

Eastern State Hospital, Vinita 

EDWARDS, RHEBA L., M.D., Supt., 

Western State Hospital, Ft. Supply 

FOWLER, PHOEBA ANN, Dir., 

Dietetics Dept., Mental Health, Oklahoma 
City 

HALL, DOROTHY, R.N., Dir. Nurs., 

Eastern State Hospital, Vinita 

HALL, J. R., Miami 

HAYS, P. L., M.D., Med. Supt., 

Eastern State Hospital, Vinita 

RULE, J. L., Personnel Office, 

Department Mental Health, Norman 

RULE, MARGARET, Dir. Psych. Soc. Serv., 

Dept. Mental Health, Oklahoma City 

SCRUGGS, ANNA T., Supt., 

State School, Enid 

SCRUGGS, WILLIAM F., Bus. Mgr., 

State School, Enid 

WOLF, STEWART, M.D., 

Univ. Oklahoma Sch. Medicine, Oklahoma 
City 


OREGON 


BOLES, ROLLIN H., Architect, 

Portland 

BROOKS, DEAN K., M.D., 

State Hospital, Salem 

COE, HENRY W., General Megr., 

Morningside Hospital, Portland 

GAVER, KENNETH D., M.D., Dir., 

Trg. & Research, State Hospital, Salem 

HIGBY, LUCILE, R.N., Director, 

\ffil. School Nursing, State Hospital, Salem 

HILL. IRVIN B., M.D., Supt., 

Oregon Fairview Home, Salem 

NELSON, HERBERT L., M.D., 

Clin. Dir., State Hospital, Salem 

PARKER, ALLEN H., Ph.D., 

Clin. Psychol., Morningside 
Portland 

RYAN, WILLIAM C., 

Oregon State Bd. of Control, Salem 

WAIR, DONALD, M.D., Supt., 

Eastern Oregon State Hospital, Pendleton 


Hospital, 


PENNSYLVANIA 


BOLLING, CHARLES L., 

Smith, Kline & French, Philadelphia 

BOSTWICK, RICHARD C., 

Smith, Kline & French, Philadelphia 

BUCKLEY, JOHN F., 

Smith, Kline & French, Philadelphia 

BUTLER, CLAUDE H., M.D., Supt., 

Retreat State Hospital, Hunlock Creek 

CHESTON, G. FRAZIER, Mgr., 

Hospital Serv., Smith, Kline & French, 
Philadelphia 

DAVIS, JOHN E., M.D., Supt., 


Eastern Pa. Psychiatric Institute, Phila- 
delphia 

DINITZ, RUTH L., R.N., 

Coord. Field Services, Univ. Pittsburgh, 
Pittsburgh 


DORSEY, HARRY N., Admin., 

Western Psychiatric Inst., Pittsburgh 
DOWNEY, R. F., M.D., Supt., 

Dept. Welfare, State Hosp., Mayview 
DRUDGE, WALTER J., Psy. Soc. Wrk., 
Mennonite Mental Health Service, Akron 
DUNN, MICHAEL B., 

Devereux Foundation, Devon 


GAEDE, JAMES, 

Mennonite Mental Health Service, Akroy 

GOWER, T. W., Research Assoc., 

Smith, Kline & French, Philadelphia 

HOLMES, LILIAN, R.N., Dir. Nrsg., 

Eastern Penna. Psych. Inst., Philadelphi, 

JONES, WADE G., R.N., Ed. Dir., 

Mennonite Mental Health Service, Akry 

MARIANA, SISTER, 

St. Francis General Hospital, Pittsburgh 

MARY ROSEMOND, SISTER, 

St. Francis General Hospital, Pittsburgh 

MENTZNER, JOHN H., M_D., 

Clin. Dir., State Hospital, Harrisburg 

MYERS, J. MARTIN, M.D., 

Dept. Mental & Nervous Diseases, Penp 
sylvania Hospital, Philadelphia 

NOYES, ARTHUR P., M.D., Supt., 

State Hospital, Norristown 

SCHILLING, WILLIAM J., MLD. 

Supt., State Hospital, Torrance 

SEWALL, LEE G., M.D., Mgr., 

VA Hospital, Pittsburgh 

STAHLY, DELMAR, Director, 

Mennonite Mental Health Service, Akron 

STEWART, JAMES M.., Asst. Megr., 

Hospital Service, Smith, Kline & Frend 
Philadelphia 

rAYLOR, ROBERT L.., Jr., Pres., 

Taylor, Harkins & Lea, Philadelphia 

WENIGER, F. L., M.D., Clin. Dir., 

Western Psychiatric Clinic, Pittsburgh 

ZUCK, IRENE, 

Smith, Kline & French, Philadelphia 


SOUTH CAROLINA 
BECKMAN, W. P., M.D., 
Mental Health Commission, Columbia 


HALL, WILLIAM S., M.D., Supt., 
S. C. State Hospital, Columbia 


SOUTH DAKOTA 


BRADSHAW, F. J., M.D., Mgr., 
VA Hospital, Ft. Meade 


TENNESSEE 


BLOUNT, DILLON J., M.D., 

VA Hospital, Murfreesboro 

HAUK, O. S., M.D., Supt., 

Central State Hospital, Nashville 

HICKS, EUDELLE M., R.N., 

Dir. Nursg. Serv., Clover Bottom Home 
Donelson 

HURST, LELA, 

Eastern State Hospital, Knoxville 

KELLER, JANE, R.N., 

Eastern State Hospital, Knoxville 

LEVY, EDWIN M., M.D., Supt., 

Western State Hospital, Bolivar 

METRA, EUGENIA, M.D., 

Clover Bottom Home, Donelson 

PETERSON, B. F., M.D., Supt., 

Eastern State Hospital, Knoxville 

WATSON, ASA C., M.D., Asst. Supt., 

Western State Hospital, Bolivar 


TEXAS 

CHAMBERS, R. E., M.D., 

Bd. Texas State Hospitals & Special Schools, 
Austin 

HERZIG, ALICE, R.N., 

Ment. Health Consult., U.S.P.H.S., Region 
VII, Dallas 

HOERSTER, SAM, M.D., Supt., 

State Hospital, Austin 

ROWELL, R. C., M.D., Supt., 

State Hospital, Terrell 
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UTAH JONES, GRANVILLE L., M.D., Supt., KLETZSCH, ELIZABETH S., Pers. & Pub. 


CURTIS, CYNTHIA, R.N., Dir., Eastern State Hospital, Williamsburg Rel. Dir., 

Nursing Service, State Hospital, Provo RUDOLPH, ROBERT R., M_D., Milwaukee Co. Institutions & Departments, 

FECHNER, A. H., M.D., Mgr., Chief, Resid. Trng., VA Hospital, Roanoke Milwaukee 

VA Hospital, Salt Lake City STONE, G. EDMUND, M_D., Supt., McKAY, MARY HELEN, : 

McKEL!.. CHARLES R., Dir., DeJarnette St. Sanatorium, Staunton Psych. Soc. Worker, Div. Mental Hygiene, 

Social Service, State Hospital, Provo WARD, ARCHIBALD F., Jr. Madison 

MOLYNEUX, NORMA, Chaplain, Eastern State Hospital, Williams- OSGOOD, CARROLL W.,M.D., 

Records Librarian, State Hospital, Provo burg Actg. Med. Dir., Milwaukee Sanitarium 
TEMERS, EUGENE L., M.D Fdn., Wauwatosa 

ee ee WASHINGTON REARDON, ISABEL M., RN. 

Asst. Supt., State Hospital, Provo nee Se eee eee . : 
; ERS. IRENE H., Psychol. D BARBER, THEODORE M., M_D., Div. Ment. Hygiene, Dept. Pub. Welfare, 

os, ste Hospital Seek a Asst. Supt., Eastern State Hospital, Medical Madison 

Utah ti “I : ke ROGERS, HOWARD E., Supt., 

VERMONT LEWIS, GARLAND K., RN., County Hospital, Chippewa 

CHITTICK, RUPERT A., M.D., Supt., Pinel Foundation, Inc., Seattle SOUCEK, ADOLPH, M.D., Asst. Supt., 

State Hospital, Waterbury WEST VIRGINIA Mendota State Hospital, Madison 

RUSSELL, FRANCIS W., Supt., ; ; WELLS, BENJAMIN S., M.D., 

Training School, Brandon DAVIS, HIRAM W., M_D., Supt., Chief, N. & P. Service, VA Center, Wood 
rOMPKINS, J. BUTLER, M.D., Supt., State Hospital, Huntington WYMAN, GEO. P., M.D., Med. Dir., 

Brattleboro Retreat, Brattleboro JOHNSON, SIMON O., M.D., Supt., Milwaukee Co. Asylum, Milwaukee 

State Hospital, Lakin 
VIRGINIA 

BARRETT, JOSEPH E., M.D., Comnr., WISCONSIN wae 

Mental Health Department, Richmond BUSS, WALDO W., Exec. Dir., POST, E. S., M.D., Mgr., 

BLALOCK, JOSEPH R., M.D., Supt., Milwaukee Sanitarium Found., Wauwatosa VA Hospital, Sheridan 

Southwestern State Hosp., Marion FEUSS, CHARLES D., Jr., M.D., ROTHWELL, E. C., 

HARRIS, ALICE W., R.N.. Dir., Med. Dir., County Hospital, Milwaukee State Bd. Charities & Reform, Cheyenne 

Nursg. Service, Eastern State Hospital, JACKSON, BENJAMIN F., M.D., Mgr., WHALEN, JOSEPH F., M.D., Supt., 
Williamsburg VA Hospital, Tomah State Hospital, Evanston 





Program Committee 


Lucy D. Ozarin, M.D., Chairman 
Granville L. Jones, M.D. 


Mr. Alexis Tarumianz 


Local Arrangements Committee 


Co-Chairmen: 


Dr. Herbert S. Gaskill, Professor of Psychiatry 
University of Colorado School of Medicine 


Dr. Frank Zimmerman, Superintendent, 
State Hospital, Pueblo, Colorado 


Members: 


Dr. Edward Billings 
Dr. James Brady 
Dr. Emma Kent 
Dr. John Lyon 

Dr. Bradford Murphey 
Col. Philip Smith 

Mr. William Thacker 

Dr. Karl Waggener 
Dr. Lyle Woodfin 


1956 Achievement Award Presented to: 


Veterans Administration Hospital, 
Fort Lyon, Colorado 


Honorable Mentions: 


Pownal State School, Pownal, Maine 
Indiana Village for Epileptics, Newcastle, Indiana 





Discussion Leaders 


Barrett, Dr. Joseph E., Commissioner, 
Dept. Mental Hygiene & Hospitals, Richmond, Va. 
Boag, Dr. Thomas J., 

Allan Memorial Inst. of Psychiatry, Montreal 
Brown, Dr. Esther Lucile, 

Boston University, Boston, Mass. 

Bush, Dr. Charles K., Chief Inspector, 
American Psychiatric Assn., Washington, D. C. 
Davis, Dr. John E., Superintendent, 
Eastern Pennsylvania Psychiatric Institute, Philadelphia 
Duval, Dr. Addison M., Asst. Superintendent, 
St. Elizabeths Hospital, Washington, D. C. 
Ewalt, Dr. Jack R., Commissioner, 

Dept. Mental Health, Boston, Mass. 
Garber, Dr. Robert S., Superintendent, 

N. J. Neuro-Psychiatric Institute, Princeton 
Kusner, Mrs. Cora E., Director of Dietetics, 
State Hospital, Pueblo, Colorado 
Lewis, Miss Garland K., R.N., 

Pinel Foundation, Seattle, Washington 
Nelson, Mrs. Cleo, C. R. L., 

Veterans Administration Center, Los Angeles, California 
Pawl, Mr. Eugene, Staff Assistant (Personnel), 
Osawatomie State Hospital, Kansas 
Pomrinse, Dr. S. D., Chief, Health of the Aged, 
Chronic Diseases Section, H. E. W., Washington, D.C. 
Sloate, Mr. Nathan, Chief of Social Service, 
Dept. of Mental Hygiene, Sacramento, Calif. 
Stainbrook, Dr. Edward, Professor of Psychiatry, 
University of Southern California, Los Angeles 
Stanton, Dr. Alfred H., Psychiatrist-in-Chief, 
McLean Hospital, Boston, Mass. 

Wolf, Dr. Stewart (Academic Lecturer), 


University of Oklahoma, School of Medicine, Oklahoma City 
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Editorial Note: This special 64-page issue devoted to the it will be similarly well received by our readers. Dr. Whatsis 
Proceedings of the Eighth Mental Hospital Institute follows name, by the way, is celebrating his first anniversary as 4 
the precedent set with last February's Proceedings Issue, member’: of our editorial staff—February 1956 marked 
which was a departure from publishing the Institute trans- his debut on the pages of MENTAL HOSPITALS. We exif = 
actions in a separate booklet. Judging from the expression tend to him a fond "Happy Birthday" and to those indHlmm 
on Dr. Whatsisname's face in the above picture, we surmise viduals and institutions listed above, who so generous 
aided us in producing this issue, we offer ‘Many thank 








that our current effort meets with his approval. We hope 





Dates and Places for Future Institutes 


1957—September 30th through October 3rd. Cleveland, Ohio 
1958—October 19th through October 22nd. Kansas City, Mo. 
1959—To be announced. 


1960—October 17th through 20th. Salt Lake City, Utah 


